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INTESTINAL STASIS 


NTESTINAL STASIS exists if the food residue does not reach 
the cecum within 12 hours and is not evacuated in 24 hours. 


CAUSES 


Bio-Physical. (1) Intestinal tox- 
emia, (2) chronic appendical dis- 
ease, (3) coloptosis, (4) insufficient 
exercise, (5)senile musclechanges, 
(6) improper diet. 

Mechanical. (a) Congenital 
muscular atrophy, (b) constrict- 
ing Jackson’s membranes, (c) 
membranous veils about the 
hepatic flexure, (e) torsions 
and twistings of the transverse 
colon, (f) multiple diverticulae. 


Though daily evacuations 
occur, the cecum may take from 
50 to 100 hours to empty. In 
such cases intestinal invalidism 
comes on insidiously. 

Only mild, depurative mea- 
sures should be used to relieve 
intestinal stasis. Drastic therapy 
is dangerous. And as intestinal 
stasis implies mechanical friction, 
this calls for lubrication. 

Viscosity specifications for 
Nujol, the ideal lubricant, were 
determined only after exhaustive 
clinical tests in which the consistencies tried ranged from a water-like fluid 
to a jelly. The name “Nujol” is a guarantee to the profession of absolute 
purity and insures that the viscosity of the liquid petrolatum so labeled is 
physiologically correct at body temperature and in accord with the opinion 
of leading medical authorities. Nujol is the highest quality liquid petro- 
latum made by the Standard Oil Co. (New Jersey). 


Nujol 
For Lubrication Therapy 


Made by NUJOL LABORATORIES, STANDARD OIL CO. (New Jersey) 
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They Pay 

The visiting lady physician couldn’t believe me. That 
young girl have syphilis! Impossible! Was the doctor 
certain of his diagnosis? Shouldn’t there be a blood 
test? It just couldn’t be true. Such an innocent ap- 
pearing girl. Why, she was only a child! 

But the young girl did have syphilis, and in the active 
form. Her infection dated back at least three months. 
The blood was positive, the lesions typical, and the case 
was established. 

The first time she was to get salvarsan she came early 
and watched the preparation of the solution. She had 
to slip her waist off, as the sleeve was too tight to roll 
up. She got up on the table, her arm was prepared, 
and I introduced the needle. The medicine flowed in 
slowly. She was watching the fluid level drop in ‘the 
gravity tube. 

“Doctor,” she said, “I guess I have caused many a 
one to go through this. But I’m glad. I just gave it 
away, doctor, when I knew I had it. Oh, I don’t know 
how many men there were, boys, too; but how I do 
remember the first one. He gave it to me, and the 
others paid.” 

The lady doctor never visited me again, or I would 
have told her the innocent appearing girl was very, very 
deceiving. 

No one has ever believed the real climax to this his- 
tory. The girl had been living at a medical students’ 

hoarding house ! 


Louise 


I was the junior interne then. I was assisting at the 
clinic, and very proud of it. Of course, I had to make 
an examination and give a diagnosis of every case 
that went through. The middle aged lady, for example, 
showed an ulcer of the right leg. It had always been 
a pet theory of mine that if the ulcer was on the right 
leg alone it was more certain to be syphilitic than if on 


From a Syphilologist’s Note Book 


HerMAN GoopMAn, M.D., 
New York. 


the left leg alone.* I risked my diagnosis, although my 
senior was certain that it was only a varicose ulcer and 
not specific. 

We were joshing each other a little, and agreed that 
a blood test would help considerably. “Bet you a quar- 
ter it’s lues,” I said as I wrote out the Wassermann 
request slip. “You’re on,” says he. 

The clinic was over. I was going over to the house 
to change from my whites when the middle aged lady 
stopped me in the waiting room. “Doctor,” she said, “I 
know you are right. I got it.” 

“Got what ?” said I. 

“That lady’s name,” she said. “You know what you 
bet the other doctor. I was to a professor once, and he 
said I had it. I remember, because it was a lady’s name, 
Louise. He cured me with drops.” 

The middle aged lady had a four-plus Wassermann. 
She came regularly for treatment and the ulcer healed. 

I never collected the quarter, but I never call syphilis 
by its fancy name of lues without recalling this patient. 


The Breaker of Commandments 


The local lesion was a puzzle, but when we had the 
patient stripped he presented us with an easy diagnosis. 
The doctor was in my office and we were discussing the 
case, while the patient was dressing in the next room. 

“You know,” said the physician, “I have been taking 
care of the old man for only a little while. He told me 
that his former doctor wasn’t doing him much good. 
To tell the truth, I didn’t help him much either for a 
while, because I allowed myself to be misled by the 
chap’s age. 

“Like one or two others who saw him with me, I 
considered that he had a local lesion which was not heal- 
ing as quickly as it might because of the man’s age. 
Diabetes I had ruled out by proper tests. I never thought 


* Ulcer of the leg; localization as a point of differential diagnosis, Arch. 
Derm. and Syph., 1922: 6, 179. 
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to question a man of seventy regarding indiscretions, and 
did not know until this afternoon of his single escapade 
at which, for the first time in sixteen years, he was able 
to consummate an act which he thought had forsaken 
him. I am sure we can believe him that this was the 
first time that he had been unfaithful to his wife. My 
patient has never told me his fears, and he has questioned 
rather than answered. He insisted on this consultation. 
I am glad that there is no doubt of the diagnosis and 
that we have the means of specific therapy.” 

When the diagnosis was revealed to him an acute 
ear might have heard the old man whisper: “The Lord 
preserveth all that love him; but the wicked will he 
destroy.” 

The diagnosis had been chancre (healing) of the 
gland, secondary generalized syphilis. The Wassermann 
was four-plus at two laboratories. The old man’s stenog- 
rapher was also advised to take treatment. 


The Sins of the Father 


Mary introduced herself with a letter she had written. 
It was in the men’s night clinic, but she sought me out. 
Her letter was on a dirty piece of paper, but Mary had 
tried to show her schooling. Despite her evident care, 
many words were illegible, the handwriting difficult to 
decipher, and often she had crossed out a word properly 
spelled and substituted one misspelled. 

Mary interested me more than her letter. She showed 
the notched upper incisors of Hutchinson, she certainly 
was not over bright mentally, and she looked a case. 
She wrote asking for free treatment for her father, be- 
cause he had no money, could speak little English, and 
had to pay for the treatment of “his mother.” 

The father had late syphilis and. signs of beginning 
paresis. 

The mother was in a state institution, and in reply to 
my letter of inquiry to the superintendent I received the 
following: 

“'. . J would inform you that the diagnosis is de- 
mentia paralytica. She is confused, collects rubbish, 
etc., and is quite deteriorated. . . .” 

Another letter I received from Mary is quite typical. 
I give it as written, mistakes and all: 

“Dear Dr. Once you got my father in to your hands 
& into your care would you please try & do the best you 
can. Father is very sorry that he can not speak english 

but he tells it to me to write them to you. . ae 
he is afraid that some day he'll be just like my mother 
so please Dr. try the best you can. Father is 
not the kind of a man who does not think or does not 
know the good that is done for him. So try and make 
him well. Father is hanging on you & God so please 
try the best you can as for hes afraid he may become 
like my mother & then what shall I do in this world alone 


So please Dr. try the best you can. 
“Yours Sincerely Mary.” 


Madame 
_ They came to the clinic together. The older was 
“Mother.” “Daughter” said nothing, but the rash cn 
her body spoke for her. While she was in the dressing 
cubicle, ““Mother” explained to the doctor how unfor- 
tunate her “daughter” 


went away? 
a healthy man later and not give him the disease ? 
Both came to the Wassermann room. 


arm was prepared, the tourniquet was in place, and I 
had the needle all ready. 
“Mother.” 


was to have married a man who 
gave her this fearful disease and then deserted her. 
Was it curable? How long would it be before the rash 
How dangerous was it? Could she marry 


“Daughter’s” 


“What is that for?” asked 
I told her for the test which would tell us 
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about the condition of the blood. “Can you tell if you 
have that disease by a blood test?” she asked. I as- 
sured her it was a reliable test and a very valuable one. 

I had turned away to label the test tube, and when | 
again faced “Mother” she had her sleeve rolled up to 
the shoulder. “Here,” she said; “take mine, too; I'd 
like to know if I ever picked up that disease.” 

The truth was not long in coming out. Both “Mother” 
and “daughter” went by less euphonious names in the 
outer word and practiced the most ancient of professions. 
The relationship was, of course, an assumed one. Ma- 
*dame was “Mother” to six or seven girls exposing them- 
selves several times each day for the’ gratification of 
some male creatures who couldn’t live without pushing 
somebody else’s sister a little deeper into the gutter. 

18 East 89th Street. 


THE AIM OF THE MEDICAL STUDENT* 
Joun W. Suuman, M.D., F.A.C.P., 
FORMERLY PROFESSOR OF MEDICINE, AMERICAN UNIVERSITY, 

BEIRUT, SYRIA. - 


Los Angeles 


The medical student, is an intelligent being who 
opens his heart and mind to observe all facts per- 
taining to medicine, from the moment his mind is 
mature enough to grasp their meaning, until the time 
when powers, outside of his own, overcome his 
ability to pursue investigation and acquire knowl- 
edge. This being the case, he starts his medical edu- 
cation very early in life, long before he decides to 
take up the noble profession as his calling. And his 
period of study in the medical school becomes only a 
means of widening his views and broadening his 
horizon ; too often it debases his soul by making him 
become an automaton. 

Educators, especially in the English speaking 
world, became aware of this fact, and realizing its 
danger started to raise the standard of medical edu- 
cation, so that now when the medical student grad- 
uates with the title of Doctor of Medicine, he feels 
that his medical career has just started, and that the 
period of indepent study and reach has begun. Those 
educators themselves felt that what they attained in 
medicine was due to long years of toil and’ incessant 
investigation, after graduation from the medical 
school. They had acquired in the school, a knowl- 
edge of how to work; therefore they intended to use 
the college of medicine as a preparatory step for fur- 
ther study and research, not for contentment and 
idle practice. 

There is no need to mention the past and its teach- 
ings with all that is left of ill effects; but I may as 
well point out to you, gentlemen, that the truth of a 
statement does not depend on who says it or what 
book records it, or whether it has been accepted as 
such for ages, for many doctrines which were accepted 
as “truth” in the past, have proven to be nothing but 
fallacy, and many times even harmful falsehoods. 
Had Fulton and Wright listened to the adversaries, 
who opposed their views, because they were contrary 
to time honored teachings, the world’s trade by sea 
and sky, would not have been aided, as it was by the 
steamboat and the airplane. 

Had those who opposed the theory of infection by 
germs, succeeded in their opposition to this heresy 
against old revered teachings, dyptheria would have 
continued to carry away the thousands of its victims, 
and there would be no method of curiag the thous- 
ands of victims of a rabid dog. 

(Concluded on page 313) 
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Mental Conditions as Factors in the Problems 


of Poverty and Delinquency* 
“The Napanoch Plan” 
Wa trter N. Tuayer, Jr., M.D. 


SUPERINTENDENT, INSTITUTE FOR DEFECTIVE DELINQUENTS 


Napanoch, N. Y. 


Economic efficiency is necessarily dependent upon 
three factors: physical competency or health, mental 
capacity or intelligence level, and manual adeptness 
or mechanical aptitude. The impairment of any one 
of these three qualifications may, and many times 
does, seriously interfere with the individual’s ability 
to be self-sustaining, and leads to a dependent and 
perhaps to a delinquent status in society. 

As we are supposed to consider only those defects 
having to do with the mental status of the individ- 
ual, we will not endeavor to duscuss physical de- 
crepitude or limitations. The mental conditions 
which would seriously impair the earning power, 
either through the lack of intelligence, or the lack 
of stability of the individual, are mental ,deficiency, 
insanity, and the psycho-neuroses. 

Mental deficiency is an arrest of mental development 
occurring at some time prior to maturity and may 
be of any degree from dull normal to idiocy. Jnsanity, 
on the other hand, is a deviation from the normal— 
a diseased or morbid condition and may occur in a 
person of any level of intelligence. Either of these 
conditions wouid interfere more or less with the 
economic worth of the individual and to a greater 
or less degree predispose to dependency and de- 
linquency. 

If we were to accept the figures published as a 
result of the army intelligence tests, we would be 
obliged to believe that a large percentage of our 
population are feeble-minded. That we do not be- 
lieve this to be true is not, in my opinion, due to 
any arbitrary refusal upon our part ta accept the 
findings of the army tests, but because we all know 
individuals who are functioning satisfactorily in 
society, who, if measured by these standards, would 
be classed as feeble-minded. In other words, the 
mental test of itself, I do not believe capable of de- 
termining feeble-mindedness. It is of importance 
in aiding us in determining intelligence levels but 
only when the findings correlate with the individual’s 
social and economic history can it be said to be 
positive in its significance. 

The statutes of New York State define the term 
“mental defective” as being applicable to any per- 
sons afflicted with mental defectiveness from birth 
or from early age to such an extent that he is in- 
capable of managing himself and his affairs, who, 
for his own welfare or for the welfare of others, or 
of the community, requires supervision, control or 
care. A radically low I. Q., therefore, providing the 
person is socially adjusted and economically effi- 
cient, does not necessarily mean mental deficiency. 

Delinquency and poverty while strongly influenced 
by faulty or vicious ancestry are even more positively 
Promoted by environmental factors. It is true, how- 
ever, that mental deficiency and insanity can, many 
times, be traced to a heredity containing these con- 
ditions, and that an environment created or con- 
trolled by such an ancestry would ofttimes contain 


_ 


*Read before The Society of Medical Jurisprudence, April 13th, 1925. 


just such elements as would be expected to produce 
delinquents or paupers. It is equally plausible to 
suppose that the right sort of environment correctly 
applied might overcome, by suitable conditions and 
training, the influence of the hereditary defects in 
many of these cases. 

This is susceptible of proof in that many of the 
progeny of these types of heredity are functioning 
socially and economically. In fact, it is difficult to 
say, given a case of this kind, where the influences 
of heredity cease and those of environment begin. 

That lack of intelligence and immature or faulty 
judgment, or emotional instability, should bring in- 
dividuals into conflict with the law in an age when 
standards of living are so high and living conditions 
are so complex, should not occasion astonishment 
on the part of any well informed individual. Our 
legislatures, annually, grind out grists of new laws 
and by these legislative acts increase the number of 
social regulations to such an extent that it, appar- 
ently, will soon be necessary for each of us either 
to study law or have his personal legal adviser in 
order to keep out of jail. 

Someone has recently reported that there are in 
the neighborhood of 12,000-laws on our statutes. Is 
it, then, any wonder that the mentally deficient, or 
emotionally unbalanced or deranged, finds it increas- 
ingly difficult to adjust to modern conditions of life? 

One should also take into consideration the chang- 
ing conditions of industry. A generation or two ago 
the majority of industrial tasks were manual, so far 
as performance was concerned, and the physically 
capable individual found it easier to obtain employ- 
ment at tasks within his mental scope. Standards 
of living were also at a lower and simpler level. In 
the present age, simple operations are more and 
more being performed by machinery much of which 
is almost, if not quite automatic, and the low grade 
workman is restricted to labor of a common type 
which is poorly paid and will not permit him to exist 
on the social level of his neighbor who is capable of, 
and has perhaps been trained in, more complicated 
tasks. 

Under these circumstances, if the deficient indi- 
vidual is not anti-social, i.e. delinquent, he lives on 
from hand to mouth with occasional assistance from 
the community or charitably inclined persons. On 
the other hand, many become discouraged with the 
battle for existence and turn to crime in order to 
supplement their incomes and make both ends meet. 

Many individuals of both these mental types are 
capable of productive labor, providing they can be 
properly supervised. Unfortunately, their choice of 
occupation or opportunities for work are so limited 
by local conditions that they not only cannot secure 
such supervision, but in many cases have had no 
intelligent instruction in operations within their 
mental limits. 

That mental deficiency is a causative factor in the 
making of the criminal would seem to be proven by 
the findings of various psychometric surveys of our 
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correctional institutions. These, apparently, show 
that about 40 per cent of the populations of prisons, 
reformatories, etc., are subnormal, and about 12 per 
cent so subnormal as to require indefinite custody. 
There has never, to my knowledge, been a similar 
survey of almshouses and homes for the indigent. 
I am convinced, however, such a survey would show 
as large or possibly an even larger percentage of the 
mentally deficient. 

If we include emotional instability in the term 
“mental deficiency” and thus number those possess- 
ing psychopathic personalities among the deficient, 
I am convinced our correctional institutions would 
show in the neighborhood of 80 per cent of their 
population included in the enlarged group. In other 
words, I do not believe that more than 15 or 20 per 
cent of the delinquent are normal, if the mentally 
deficient, insane and psychopathic are excluded. If 
these figures are reliable, they throw a great deal of 
light on the criminal problem and should point the 
way to a more scientific method of handling the 
criminal. 

Criminal law, as it is constructed at present, op- 
erates on a purely punitive basis. A certain anti- 
social act is identified by a certain name and the law 
prescribes a period of incarceration, or a fine as the 
penalty for the commission of the act. The individ- 
ual is placed within institutional walls and when a 
certain date rolls around on the calendar he, without 
any evidence of a change having occurred in his 
attitude toward society, is released. He has paid 
his debt to society and is free to go and incur an- 
other debt. This, in many instances, he promptly 
proceeds to do. He has discovered that prison is 
not such a difficult place in which to get along. The 
rigors of prison life of a quarter, and a half-century 
ago, have largely disappeared. The food served is 
not only good but is appetizing, the clothing is warm 
and no longer weird. In a modern prison, the hous- 
ing facilities are not only less primitive than they 
were in the past, but many little comforts are sup- 
plied. If ill, he receives scientific treatment and 
humane, kindly care. The silent system is no longer 
in vogue, and weekly, and in some institutions, 
nightly entertainment and recreational facilities are 
furnished. 

In a way, he is a,member of a community where 
every necessity, and to a certain extent, a few lux- 
uries, are supplied without effort on his part and 
without the conflict, competition, and expense that 
such privileges would exact in civil life. The hours 
of labor are short and the quantity and quality of 
finished product required is only from eight to ten 
per cent of that demanded by the employer outside 
the walls. 

Should it occasion wonder, then, that the sub- 
normal, inefficient, unstable, and erratic individual 
who finds it so difficult to meet the competition of 
his better equipped and balanced fellow, many times 
fails to see any great hardship in “doing time” and 
does not dread incarceration? Added to this, many 
misguided individuals, masquerading under the guise 
of reformers, have thrown the glamor of heroism 
about the criminal and the newspaper of today with 
its detailed, and oftentimes gruesome descriptions of 
criminal acts stimulates the erratic, suggestible and 
subnormal individual in his efforts to emulate some 
notorious member of the fraternity and experience 
the thrill of occupying the front pages of the press. 

Incarceration of the wage earner means, as a rule, 
privation in the home. It means that the wife of the 
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convict and the mother of his children must secure 
employment to keep life in the bodies of herself and 
her children. This, in turn, means less time for the 
proper training of the child and removes the few 
restraints toward lawlessness she might be able to 
enforce if her whole time could be devoted to the 
home. This, to my mind, explains many of the so- 
called hereditary criminals. The boy is not a crim- 
inal because the father is a criminal. But because 
the father is a criminal he (the father) is incarcer- 
ated and the mother has to devote her energies to 
filling the mouths and clothing the backs of her 
children. Because of this, the child is practically 
orphaned and never has a fair chance to develop into 
a normally adjusted individual. It is true that hered- 
ity made the environment, but the environment 
shapes the life of the boy. 

Conceding these assertions to be measurably true, 
what can be done to diminish the inefficiency occa- 
sioned by mental deficiency and mental disease or 
insanity? The latter condition, we must concede, 
frequently follows inadaptability and maladjustment 
due to a deficient intelligence or a defective, i.e.,psy- 
chopathic and psycho-neurotic nervous system. 

Someone has been responsible for the statement 
that every psychosis has its preceding psycho-neuro- 
sis and that the basis of every psycho-neurosis is 
laid in the first seven years of child’s life. I am pre- 
pared neither to accept nor refute this latter state- 
ment. The first, I believe to be true. If there is a 
modicum of truth in the latter, and I believe there 
is, it behooves us to apply our remedial and prevent- 
ive measures as early as possible to the individual’s 
life. The earliest opportunity society has to form 
and develop character and personality is in the pub- 
lic school. 

Research into the lives of 90 per cent of our crim- 
inals reveals that the first anti-social act discover- 
able is that of truancy. Psychologically speaking, 
truancy is an indictment of our educational system. 
If it were possible to have our schools conducted in 
a scientifically correct manner, we would have little 
truancy—truancy means that conditions in schools 
are not so attractive as conditions elsewhere. Many 
times it means that the requirements of the curricu- 
lum are too severe for the individual or were wrongly 
applied. 

The system is founded on the basis of chronologi- 
cal age. The child usually enters school at six years 
and is expected to advance one grade each year. 
We admit that children have different physical char- 
acteristics—are tall or short—fat or lean—light or 
dark, etc., but they should be in the first grade at 
six—the third grade at nine—the sixth grade at 
twelve years, etc. In some schools the system pro- 
vides that a child failing to pass his grade examina- 
tions for two years in succession shall be arbitrarily 
promoted. The conistency of this is beautiful. He 
is unable to do his present assignment, but we have 
been unable to check his physical growth and he is 
too big for his classmates so we will promote him, 
although the work required will be more difficult 
than that of the grade in which he failed. Is there 
any wonder he becomes truant? He does not enjoy 


being the class fool and he does exactly what you or 
I do when we meet an impossible situation, he leaves 
that environment for one more favorable—naturally, 
he seeks a place where he will show off to advantage 
and finds it on the street corner. 
gang starts. 


There the incipient 
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Its members have just one thing in common— 
avoidance of the truant officer. Their progress from 
now on is from minor delinquencies to the graver sort, 
from arrest for truancy to arrest for misdemeanors 
and felonies. The remedy would seem to be ob- 
vious—abandonment of the system of grading chil- 
dren by chronological age. Psychometric tests for 
all children on entering school and again if failure 
in grade or marked slowing in progress occurs. 

Let us develop the manual side of the child when 
tests show the futility of further academic instruc- 
tion. By so doing we will make useful artisans from 
the material unfitted for higher education and will 
avoid forming in our backward children—habits and 
complexes of failure. 

Mental clinics in our public schools could be of 
untold service with the problem cases—not intel- 
lectually deficient, perhaps, but neurotic—suggest- 
ible—unstable. These cases need supervision and 
their parents and teachers need guidance and in- 
struction as to their development and direction. In- 
telligent work of this sort would in time show its 
results in fewer criminals and fewer paupers. We 
cannot, of course, raise the intelligence level, but 
we can train the individual in an infinite number of 
operations on his intelligence level. We can de- 
velop and train such faculties as he possesses and 
in many cases make him economically independent. 

Having become criminalistic, what then? To suc- 
cessfully combat crime we must do away with the 
old idea of punishment and develop the thought of 
treatment of the criminal. I have no desire to be 
understood as advocating the doing away with im- 
prisonment. Far from it. We must segregate the 
criminal to protect society and the segregation un- 
der the treatment I would recommend would prob- 
ably be of longer duration than is experienced under 
the punitive system of today. 

Our present procedure is to indict, try and sen- 


tence the criminal for an act which does not nec- 


essarily indicate the type of individual involved. 
The criminal act is the man’s reaction to a set of 
social conditions. He does not accept society’s 
standard of ethics and is either incapable or unwill- 
ing to conform to its laws.* “It would seem: un- 
necessary to assert that where ninety-nine individ- 
uals in every one hundred agree, (and this agree- 
ment is made apparent by the passage of laws gov- 
erning the conduct of society), that a certain course 
of ethical conduct is desirable for the welfare of 
the community, there must be something radically 
different in the make-up of the one individual who 
so conducts himself as to be a menace to society. 
For this reason an intensive study of the one per 
cent should be made in the institutions caring for 
them and every effort made to ascertain why these 
individuals react differently to the problems of life. 
I believe we have, in general, four classes of indi- 
viduals in custody for the commission of crime: 

1. The. normally endowed individual who be- 
comes a criminal through bad environmental condi- 
tions, and through lack of proper training during his 
ormative years. 

2. The mentally deficient individual who for the 
same reasons, and because he is peculiarly suggest- 
ible and unable to compete with his more normally 
endowed neighbor, is very readily used as a tool by 
brighter individuals, and, learning little by past ex- 
perience, is repeatedly detected in criminal acts, and 
'§ particularly prone to be found among the recidi- 
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vists or habitual type of criminal. 

3. The psychopathic individual who may also be 
mentally deficient, but who at least, is emotionally 
unstable and deficient, and who is one of that vast 
number who may be rated as being somewhere be- 
tween a normal mentality and insanity, and who 
makes one of our greatest problems, both as to num- 
bers and as to difficulty of readjustment. 

4. In addition to these, we have the person who 
is really insane and irresponsible for his acts. 

“In dact, the only individual in this classification 
who is entirely responsible for his acts is the one 
first cited. 

“Considering the criminal problem from _ this 
standpoint, I believe I am justified in criticizing the 
organization of law as it stands today, as it is 
based more upon the idea of arbitrary punishment 
fora crime committed and does not take into con- 
sideration the personality of the individual which 
was really the causative factor in the commission 
of the crime. In other words, speaking from the 
viewpoint of the physician, the first or present crim- 
inal law is calculated to treat results rather than 
causes, and to obtain any measure of success, which 
is attendant upon that treatment, by the inspiration 
of fear rather than the correction of causative condi- 
tions. Medically speaking, we are interested more 
today in prevention of disease, and where disease 
exists, in specific cases, than we are in the treatment 
of symptoms. Applying this idea to the criminal 
problem, it would seem that every correctional insti- 
tution should be possessed of a staff which would 
enable it to do research work, in order to determine 
just why the criminal is what he is. 


“The result of research into the life history of 
criminals makes it apparent that our present me- 
thods should be changed, in that instead of tréating 
the result—the symptoms of conditions exist- 
ing within the men—an effort should be made to 
uncover and treat the causative conditions. To 
make this possible would require that the criminal 
law be so modified as to require the courts to pass 
primarily upon the facts of the case, and to deter- 
mine the guilt or innocence of the accused. If found 
guilty, before pronouncing sentence the case should 
be referred to a commission competent to make a 
scientific analysis of the individual. Upon comple- 
tion of this analysis, the case should be returned to 
the jurisdiction of the court with a detailed report 
as to conditions uncovered. The court, in the light 
afforded it by the report, should be required to com- 
mit the individual to an institution where facilities 
for his adequate care and treatment would be found. 
This commitment should preferably be absolutely 
indeterminate. In other words, the ideal method of 
management in the case would be to commit the 
individual in such a way as to make it possible to 
release him at any time, or, to detain him for any 
length of time. 

“The objection which would be raised to this would 
be that in the hands of unscrupulous or incompetent 
individuals, these men could be released at any time, 
and thus do away with the deterrent effect of incar- 
ceration upon others. For this reason, it is rec- 
ommended that the Commission in its report to the 
Judge, outline the treatment it would consider nec- 


.esary for the possible rehabilitation of the individual, 


and also state the minimum length of time adequate 
for the treatment. The Judge could then accept this 
recommendation or modify the length of time, as he 
saw fit. There should be, however, no maximum 
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sentence imposed, as it should be possible, for the 
protection of society and the welfare of the com- 
munity, to retain individuals of this type in custody 
for the balance of their lives. The law, of course, 
would not do away with the individual’s right to be 
heard on a writ of habeas corpus, nor with the Gov- 
ernor’s right to exercise executive clemency, if 
he thought the parole commission were acting in 
a too arbitrary manner.” 

Crime is the result of personality or behavioristic 
trends in the individual, combined with the .oppor- 
tunities present. For instance, the thief hopes to 
make a good haul on every excursion, but, if his 
victim happens to leave less than $50.00 available 
at the time of his foray, the courts charge him with 
petit larceny only. Should the victim be a more 
prosperous or less careful person and keep about him 
funds or articles of a value greater than $49.99, ‘the 
thief may then be punished for grand larceny. 
Should the thief fail to secure his plunder through 
no fault of his own, perhaps even due to the vigilance 
of the proposed victim, the charge then becomes an 
attempt at larceny and is only punishable by one- 
half the imprisonment applicable to a- successful 
theft. 

As an illustration, we will suppose I own a vicious 
dog, and he attacks you as you pass my residence. 
If he takes a large bite from your leg, I will chain 
him for, shall we say six weeks—if he only gets a 
small piece of your leg before you beat him off, the 
offense is not so serious, so he will be chained for 
three weeks. If, in spite of his best efforts he fails 
to secure any portion of your anatomy because you 
have a big club in your hands and you successfully 
defend yourself, it would be an attempt to bite, and 
if you can figure out how large a piece he intended 
to get, we will restrain him for half the time he 
would have been restrained had you not had the club 
and he had been successful. In other words, we 
make the punishment fit the crime, pay little or no 
attention to intent, and must not anticipate the crim- 
inal’s next move. It is a humane attittude to take 
toward the dog but you will probably take exception 
to it the next time he attacks you. 

Other factors also enter into the gravity of the 
offense and modify the severity of the punishment. 
“I always do my prowlin’ in de day time and I go 
alone,” said a chronic offender to me one day. In- 
terested at once, I asked, “Why?” “Dat’s easy,” 
said he, “If you go into a flat at night or you have 
another guy with you, de judge can settle you for 
burglary Ist. De way I turn my tricks he can’t 
give me more than burglary 2nd.” Burglary Ist is 
punishable by not less than ten years, and burglary 
2nd by not over ten years. 

*“The change suggested in the law would, it is 
felt, have a markedly deterrent effect upon the 
average habitual criminal, because he would have no 
assurance of ever again being at liberty. This has, 
in my experience, been illustrated in several ways. 
The first illustration occurred at Clinton Prison in 
1910 when I wrote an article opposing the steriliza- 
tion of the habitual criminal, in order to prevent his 
becoming the parent of children who it was felt 
would probably become criminals because of such 
parentage. This idea was founded upon the theory 
of Lombroso, who believed criminality to be inher- 
ent or hereditary. 

“At the time the article was written, and before 
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it was published, the writer was the recipient of 
much favorable comment by the brainier individuals 
serving sentences-in Clinton Prison. After the ar- 
ticle was published, and it was found that he had 
suggested the abolition of the maximum sentence, 
there was a decided reaction against fhe opinions 
expressed in the paper, and wholly on the basis of 
the possibilities of segregating the criminal indef- 
initely. 

“The application of just this plan at the Institu- 
tion at Napanoch has been productive of the same 
objection by inmates in custody there. At a recent 
interview, when an individual told the Superintn- 
dent that he was absolutely through with criminal 
ways, and was in turn told that he had probably 
made this assertion to the head of every institution 
in which he had been incarcerated, he replied, ‘I 
mean it this time. I never before have been in an 
institution where it would have been possible to 
have kept me all my life. I’m scared and I’m 
through, if I ever get out of here.’ 

“In my opinion, this would reflect the attitude of 
many habitual criminals, and one or two things would 
result in a large number of cases. They would either 
be ‘through,’ as this man asserted, or, they would go 
to a state where no such law existed. 

“It is my belief that the enactment of the law 
governing the commitment of individuals to the in- 
stitution at Napanoch, is a tremendous step in ad- 
vance in the scientific treatment of the criminal. 
But it is also my opinion that the desirable features 
of the ‘Napanoch Plan’ should be incorporated in 
the criminal code governing the treatment and cus- 
tody of all persons convicted of crime, regardless of 
the mental condition of the criminal. 

“I do not advocate this change in the law because 
of any mistaken, sentimental interest in, or lack of 
sympathy for, the criminal, but for the protection 
of the public. The criminal deserves sympathy— 
just as the victim of a contagious disease, who for 
the protection of the public is in quarantine, deserves 
sympathy. The public is entitled to protection in 
either case until the danger to the community is 
passed, and the criminal should be quarantined just 
as rigidly as the diphtheria victim. It would be 
folly, at the inception of a case of diphtheria, to at- 
tempt to prophesy the exact day and hour when it 
would be safe to permit the patient to mingle with 
society. It is even greater folly to endeavor to do 


this with the criminal.” 
Discussion 

Dr. Sanger Brown: I have been associated with Dr. Thayer 
at Napanoch for the last three or four years, however, and dur- 
ing that time have learned a lot about prisons and prison affairs. 

A certain group of people take the traditional view of the 
criminal, giving him cold justice and very little individual con- 
sideration. This attitude is the traditional, conventional view 
and has long dominated the care of criminals. 

Partly as a result of this, a second attitude has developed. 
This has been called the sentimental attitude. It has been 
advanced because a good many people have felt that there are 
two sides to this question and that something differeht from what 
is being done at present should be done for the criminal. This 
attitude has arisen from the best of motives. It may however 
work out unfortunately because the criminal is very often an 
irresponsible individual who cannot be placed on his own respon- 
sibility. He needs guidance and protection from himself and 
from society, rather than “to be given a chance”, in the ordinary 
sense of the term. 

A third group of people have what they believe to be the proper 
scientific attitude toward this subject. Scientific care has evolv 
in the care of our dependents such as the insane and the feeble- 
minded. These people believe that similar scientific studies should 
be made of the criminal or the defective delinquent. 

(Concluded on page 314) 
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The Average Weight is Not Ideal 


Diagnosing Overweight 


ANNA Mann RicHarpson, M.D. 


The accompanying tables have been compiled to 
‘supply doctors with a convenient way to determine 
just when, and to what extent, overweight is a detri- 
ment to their patients’ health and chances for a long 
life. Like other tables devised to find weight for 
given height and age, the age groups are indicated 
across the top of each table and the height in feet 
and inches is shown in the first column to the left. 
They differ from the height and weight tables gei- 
erally used in that there are two figures instead of 
one in the space assigned to each weight and age 
group. 


Table I For Men Has a Scientific Basis 


The top figure in each space on Table I is the av- 
erage weight for the height and age based on exten- 
sive figures of men examined for life insurance. 
There are the figures generally used to find out just 
how far a given man’s weight differs from the aver- 
age. In common use, this average has frequently 
been miscalled the “normal” and overweight or un- 
derweight determined by an arbitrary variation of 
15 pounds or 7 per cent in either direction. 

The second or lower figure indicates just how 
many pounds a man may be overweight and remain 
in the group with the best chance of a long life at 
his special age and height. For instance, if you are 
a man 45 years old and 5 feet 8 inches tall, and cou- 
sult the table you will find in the column for ages 
45-49 in the 8th space from the top corresponding to 
5 feet 8 inches in height, 161 and 172°. This would 
mean that the average weight for your height and 
age was 161 pounds and that you could weigh as 
much as 172 pounds without diminishing your chance 
for a long life. 

These lower figures in Table I were arrived at by 
a correlation of the death rate with weight for height 
and age among Metropolitan Life Insurance policy- 
holders. This correlation covered a period of five 
years of painstaking study and led to the following 
conclusions : 

“The most favorable mortality experience is often 
found among risks whose weights are considerably 
below or above the average for their heights and 
age. At ages under 30 years, the lowest mortality 
tates among insured persons are found in risks whose 
weights are above average. An excess of about 10 
pounds in weight above the average produces the 
most favorable mortality rates between the ages of 
20 and 24 years. This excess tapers off until about 
age 30, where the most favorable mortality is found 
among persons of approximately average weight. 
After age 30, the more favorable mortality rates are 
found among persons whose weights are below av- 
erage. The amount below average increases with 
advancing age and at age 50, individuals appear to 
be at their best when their weight is as much as 30 
to 40 pounds below the average.” 

Although the Metropolitan study also showed how 
much a man could safely be underweight, we are 
ignoring this hazard in the present table because the 
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danger of underweight is already appreciated as it 
so frequently is associated with disease and also be- 
cause the Metropolitan study as mentioned above 
found that, unless excessive, to be below weight was 
much less hazardous than to be overweight. 

Relating variations in weight to death rate does 
not take into account the health or efficiency of the 
men, yet does bring out such facts as that a man 
weighing 15 pounds above the average during the 
middle age period is in greater danger of death than 
the man of his age who is 30 pounds below the av- 
erage. 

An example of the use of Table I is that of a Brook- 
lyn doctor 50 years old, 5 feet 8 inches tall, who 
weighed. 178. pounds. Consulting the table we find 
that the average weight for this height and age is 
162 pounds, while the upper safe limit of overweignt 
tor a 5 foot 8 inch man, age 50, is 173 pounds. This 
doctor was, therefore, urged to reduce his weight. 

Further study of the men’s table brings out the 
fact that height makes a difference in the dangers 
of overweight. For instance, a man 5 feet 6 inches 
tall at the age of 23 can be 27 pounds above the 
average weight with safety, while his 6 foot friend 
would drop out of the best mortality group when jc 
tipped the scales only 13 pounds above the average. 

A second significant point is that after 50 years 
of age it is more hazardous for short men to be over- 
weight than for tall. At the age of 58 the upper limit 
of overweight with the best death rate for a man 
5 feet 1 inch tall is actually 9 pounds below the av- 
erage weight for this height and age, while the 6 
foot man of the same age can safely carry 7 pounds 
more weight than the average for his height and age. 
This last consideration demonstrates graphically the 
fallacy of our usual practice , for we should not have 
recognized that the short man was overweight until 
he reached 15 pounds above the average when he 
would have weighed 24 pounds too much for his 

own good. 


Table II Estimated Safe Upper Weights for Women 


The lower figures in Table II for women are based 
on the corresponding figures in Table I, and are not 
derived from medico-actuarial experience. The mor- 
tality ratios of women, in relation to height, weight, 
and age, have never been calculated. Pending the 
time when the facts are known, it seems safe to as- 
sume that they will be found to resemble, even if 
they do not correspond exactly to those of men. 

The figures given are the result of modifying the 
average weight for each height and age group by an 
amount corresponding to the differences observed in 
the case of the men between the average and the 
safe upper limit. Thus the safe upper limit of weight 
for a man of 25 years and 5 feet 10 inches tall, is 
given as 175; this is 11 per cent above the average. 
The corresponding figure for women has been ob- 
tained by multiplying the average of 152 pounds for 
that height and age by 111 per cent. 
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TABLE I 


Men. AVERAGE WEIGHTS AT SPECIFIED HEIGHTS AND SEVERAL 
Ace Groups CoMPARED WITH Upper SAFE WEIGHTS 
Basep On Best Lire EXPERIENCE 


(Upper Limits in Bold Face Type) 


Height WEIGHT IN PounDs 


in feet 
and 20-24 25-29 30-34 35-39 40-44 45-49 50-53 54-56 57-59 
inches Yrs. Yrs. Yrs. Yrs. Yrs. Yrs. Yrs. Yrs. Yrs. 


5° 1” 121 126 129 131 134 136 137 138 138 
144 137 131 129 128 130 131 130 129 


5° 2” 124 128 131 133 136 138 139. 140 140 
149 141 135 134 133 135 135 135 134 


5° 3” 127 131 134 136 139 141 142 143) 143 
153 146 141 140 139 141 141 141+ 140 


5° 4” 131 134 137 140 142 144 145 146 146 
158 151 147 147 146 147 147 147) 146 


5° 5” 135 138 141 144 146 148 149 150 150 
163 156 153 153 152 154 154 154 152 


5° 6” 139 142 145 148 150 152 153 154 154 
166 160 159 159 159 160 161 161 161 


5° 7” 142 146 149 152 154 156 157 158 158 
168 164 164 164 165 166 167 168 168 
5’ 8” 146 150 154 157 159 161 162 163 163 
170 167 168 169 170 172 #173 «#175 «175 


5° 9” 150 154 158 162 164 166 167 168 168 
173. 171 #171 «#173 «174 #176 177° 179 180 


5°10” 154 158 163 167 169 171 172 173 173 
176 175 #175 #176 #177 180 181 183 184 


5°11” 158 163 168 172 175 177 «#178 179 = 179 
176 176 177 #178 #179 «#183 «185 187 189 


6 0” 163 169 174 178 181 183 184 185 185 
176 176 179 180 181 186 189 190 192 


TABLE II 


WomeN. AVERAGE WEIGHTS AT SPECIFIED HEIGHTS AND 
SeveRAL AGE Groups CoMPARED WITH UPPER SAFE 
Weicuts BAsep On Best Lire EXPERIENCE (a) 


(Upper Limits in Bold Face Type) 


Height WEIGHT IN Pounps 


in feet 
and 20-24 25-29 30-34 35-39 40-44 45-49 50-53 54-56 57-59 
Yes. Yes. Yes. Yra. Yre. Yeo. Yes. Yes. 


5’ 1° 117 120 123 126 130 133 135 137 137 
140 131 125 123 125 128 130 129 = 127 


5’ 2” 120 122 125 129 133 136 138 140 140 
144 134 129 130 130 133 134 134 134 


5° 3” 123 125 128 132 136 139 141 143 143 
148 140 134 136 136 «6139 130 142 140 


5° 4” 126 129 132 136 139 142 144 146 146 
152. 146 141 143 143 145 145 147) 146 


5’ 5” 129 132 136 140 143 146 148 150 150 
156 149 148 148 149 152 152 153 152 


5’ 6” 133 136 140 144 147 151 152 153 153 
159 154 153 154 156 160 160 161 159 


5’ 7” 137. 140 144 148 151 155 157 158 158 
163 158 158 159 160 164 166 167 167 


5’ 8” 141 144 148 152 155 159 162 163 163 
165 160 161 164 166 170 173 174 «174 


5’ 9” 145 148 152 156 159 163 166 167 167 
167. 164 164 167 169 173 176 177 177 


5’ 10” 149 152 155 159 162 166 170 173 173 
170 169 166 169 170 174 178 182 = 183 


5°11” 153 155 158 162 166 170 174 177 177 
171 167 166 167 169 175 181 184 188 


6 0” 157 159 162 165 169 173 177 182 182 
171 +167 167 167 169 175 182 187 189 


(a) Upper limits of weight estimated on basis of experi- 
ence with men by modification of the average weight for 
each age and height of women, corresponding with the per 
cent difference observed betwsen the average and upper 
safe weight of men, 
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Systematic observation may show that overweight 
constitutes a greater hazard for women than for 
men. Or it may show that their metabolism is such 
that it can accommodate itself to variations in stored 
food more easily than that of men. Or, it may be 
that the variations with height and age are not the 
same for women as for men. 

Until such time as actual figures are available, it 
is advantageous to develop the habit of using the 
modified table, recognizing that averages are not nec- 
essarily normal. 

Importance of Judging Each Case Individually 

In using these tables, although far more accurate 
than the table of averages alone physicians will rec- 
ognize that no arbitrary calculations can ever take 
the place of their own judgment on each individual 
case. Such elements as the relative size of bones 
and the distribution of the fat must always be con- 
sidered. Thus every inch the abdominal girth ex- 
ceeds the expanded chest decreases the life expect- 
ancy, and as in the other factors this hazard increases 
with age. Even one inch excess is a handicap after 
50, and a two inch after 40, while a three or four 
inch excess is a handicap at any age. 

The object of presenting these tables is not pri- 
marily to determine a patient’s chances of death, but 
rather to help in reaching a just decision as to when 
to advise him to reduce his weight and just how 
vigorously to pursue his treatment. Their use will 
help correct the fallacy of long standing regarding 
the significance of averages and incidentally to put 
the guidance of overweight patient on a sounder 
basis. 


This Will Be a New Home for Convalescents 

Physicians often look, usually in vain, for a home for con- 
valescents which is locaced in the country and still has all the 
advantages of the city institution of similar nature. The bene- 
ficence of the late Mrs. Arietta Crane Reed has been made such 
a ‘home possible. 

It recently was opened in beautiful Putnam county, two miles 
south of the charming village of Brewster, New York, and 52 
miles north of New York City on the State Highway, — a home 
built especially for convalescents. 


REED CONVALESCENT HOME IN BREWSTER, N., Y. 


The buildings are constructed of brick with timber paneling, 
and a red tile roof. This beautiful example of Gothic archi- 
tecture stands 400 feet back from the Highway at a consider- 
able elevation, and overlooks one of the reservoirs of the 
Croton system. The scenery in every direction is characterist¢ 
of this “American Switzerland”, as Putnam County and north- 
ern Westchester has been so happily termed. : 

The Home is what the name signifies — a home. It is not in- 
tended for those actually ill or those demanding constant pro- 
fessional attention. Physicians and nurses can be easily secure 
in the locality, but it is expected that the residents will not re 
quire such attention. 

Mrs. Reed, who was the widow of the late William B. Reed, 
insisted in her will that this institution should be a real home, 
consequently the interior is homelike. The buildings are prac- 
tically fireproof, and aside from the usual living and dining rooms 
on the first floor. the remainder of the institution is given over 
to comforts for the guests. 

(Concluded on page 317) 
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The Physician’s Position in Medical Legislation’ 


Georce W. Wuirtesipe, Esq. 


THE MEDICAL TIMES 


COUNSEL OF THE MEDICAL SOCIETY OF THE STATE OF NEW YORK 


New York. 


The medical profession, in whose interests I am 
enlisted, has figured in legislative matters for more 
than one hundred years, so it is not a new thing that 
we should be presented with legislative problems 
concerning it; they are an inheritance of the past. 
The only difficulty is that today we are reaping some 
of the harvest of unscientific legislation on medical 
affairs of the past, and proper scientific legislation on 
medical matters today is one of the most difficult 
things to compass. It is difficult to persuade the 
public of the necessity of such legislation and it is 
even more difficult to persuade some members of the 
medical profession of its wisdom or necessity. 

The great difficulty with medical laws up to the 
present time has been in the lack of enforcement 
which goes back to earliest times. In 1760 one of 
the earliest bills was passed and in 1792 the bill 
licensing physicians was passed in the County of 
New York. In that year we also had the first provi- 
sion for the registration of physicians. In these 
bills dating back to those early times there were pro- 
visions for the prosecution of those who practiced 
medicine without a license, and it was arranged that 
informers against such offenders should be rewarded 
by a share in the fines imposed upon conviction. 
That policy was carried on in subsequent legislation 
until some real constructive work was done in 1806 
when a charter for the medical society was passed. 
It was passed with great difficulty. The power of 
licensing was given over to the medical society as 
well as the power of discipline. That power contin- 
ued to be exercised for many years. 

In 1880 we find again an enactment requiring reg- 
istration in the office of the county clerk. Mean- 
while the provisions to license physicians had been 
changed. There had grown up a number of medical 
schools and graduation from any one of them was 
recognized by the State and such graduates were 
permitted to practice medicine on registering their 
diplomas. 

Gradually the system of examination by the medi- 
cal society after a man had served an apprenticeship 
of two years dwindled away and the practicing phy- 
Sicians were mainly those who had received their 
degrees in medical schools. 

From this brief sketch one will see that in 1806 

the medical profession took the bold step to control 
itself as to licensing and discipline and how it lost 
that power of control through the Act of 1880 which 
extended state control over licensing of medical men 
and prosecuting offenders. 
_ By 1887 the provisions of the Charter of 1806 deal- 
ing with licensing and enforcement were repealed 
and in that year we had a comprehensive medical 
Practice act passed. The law under which a physi- 
clan now registers is the law of 1880. It has been 
retained from these early laws the practice of the 
enforcement of the law through the individual. The 
profession had not learned its lesson from non-en- 
forcement but continued to retain in the new statute 
the provision for the enforcement by which prose- 
cutions were initiated by county societies. 


“Delivered before The Society of Medical Jurisprudence, March, 9, 1925. 


Recently in one county in the State there was 
renewed interest in matters of enforcement, for they 
have not yet learned that arresting people is an ex- 
pensive procedure. Suits for malicious prosecution 
and false arrest have dampened the ardor of county 
societies. While we have the county societies 
vested with power to enforce the law there has been 
no substantial exercise of that power. Having been 
given this power to enforce the law we must admit 
that the profession has not been able to carry out 
and exercise this power so that today the violations 
of the medical practice act are open and notorious. 

What would have been the story had the act been 
enforced from the beginning? We all know from 
other laws what the effect of real enforcement is. 
Take the banking law. How long would the State 
authorities countenance a bank doing business that 
only a chartered bank can do? How long would 
the State permit an insurance company to do busi- 
ness without complying with the insurance law? 

The State is zealous in seeing that those laws are 
enforced. The knowledge that there will be strict 
enforcement from a central department at Albany 
is the reason why the banking and insurance laws 
are obeyed today and that there are not a large 
number of men doing bootlegging in these lines as 
men are doing a bootlegging medical practice. The 
question is solely one of enforcement, and until we 
devise a plan of enforcment we will never have a 
situation that will be sufficient to save the public 
health. 

The medical profession is confronted with the posi- 
tion of taking definite action in this matter. It must 
take a lesson from the past and look forward with 
some appreciation of what is necessary to safeguard 
the license of the medical practitioner. The increas- 
ing growth of cults presents another reason as well 
as the non-enforcement of existing laws. We will 
always have with us the various cults, but they can 
be restricted and controlled so they will be unable 
to do the physical harm they are now doing as well 
as the material harm they are doing to the purse 
of their patients. 

There has grown up, as a result of the non-en- 
forcement of medical laws, a tolerance among the 
legislators and the public and many people believe 
the law does not reach them, and that conviction is 
so strong that the cults assert it as a fact, when 
they appear in the Assembly Chamber represented 
by distinguished counsel. 

We have tried in the past to do something con- 
structive for medical men in a type of legislation 
which is designed to recognize the errors of the past 
and change entirely the prosecuting machinery. In 
that effort we have met certain allegations by medical 
men who are jealous of their rights to prosecute 
and wish to continue the old method which has been 
tried since 1797 and has failed. They think they 
can infuse it with the enthusiasm generated by their 
great interest in the problem. 

When the question came up a year or so ago as 
to what changes should be made, the Department of 
Education advised the Medical Society of the State 
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of New York that it had made great progress in 
enforcing the dental laws, by the State Department 
of Education taking over the entire machinery for 
the enforcement of that law, with the aid of the 
Attorney General. Many unlicensed dental prac- 
titioners had been weeded out by annual registration. 

I can cite one instance that came up. A reputable 
dentist met a man who was practicing dentistry and 
Was a very popular man in his community. He was 
doing a good business but he had never been li- 
censed, never having been able for some reason or 
other to pass the examinations. Nobody wanted to 
stand up and take the burden on himself of prose- 
cuting this man, and the result was that he went 
on for years until this Registration Act was passed 
when the matter became impersonal. 

Notification to the authorities at Albany brought 
about an investigaion and an order from Albany for 
him to stop practicing or take out a license. He 
buckled down to study and passed his examinations 
and got his license. 

In other Departments of the State where there are 
provisions that require a license there seems to be 
that same impersonal touch in matters of enforce- 
ment. To-day in the medical world if a man is prose- 
cuted for practicing without a license his attorney 
tries to make it appear that the “Great Medical 
Trust” is doing the prosecution. 

A chiropractor was prosecuted for treating a child 
with diphtheria, and when he came into the court 
room the judge said to him, “Are the doctors after 
you again?” 

The man’s counsel asked that the case be ad- 
journed for about three months and when the case 
came up at the end of this time it was again post- 
poned and as nothing happened the indictment was 
dismissed. 

There was a feeling that the medical organization 
was acting against an individual and the average per- 
son is inclined to support the under dog. 

It is untrue that a combined force is acting against 
an individual, but prosecution to. be successful must 
be impersonal. It must be unselfish and disinterested 
from without the profession and not from within. 
In initiating a prosecution one must have facts; one 
must have evidence and to obtain this one must have 
investigation and so one must have investigators, 
an agency designed to investigate and prosecute. 
The district attorney cannot investigate; it is not his 
job. He passes the task to the police. They do not 
do it because they are busy running down desperate 
criminals, so the man who is practicing without a 
license looks very harmless to them. It does not ap- 
peal to the policeman so he passes it by. 

At the end there is no prosecution, no enforcement, 
and anyone can practice medicine as he pleases and 
untold injury is yearly being done. The logical 
thing is to place that authority in a central office in 
Albany, using the local district attorney for the 
prosecution with the Attorney General to supersede 
him if he does not do his duty. 

The next consideration is, who is entitled to prac- 
tice and who is not. Registration has been going on 
for forty-five years. The men who registered under 
the law of 1880 are nearly all dead and the men then 
40 years of age are now 85 years old. Of those who 
registered between 1880 and 1890 a large number 
have passed on and others who were licensed moved 
or have ceased active practice. 

In the list on record since 1880 there are probably 
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the names of more dead men or those who have 
moved out of the state or given up practice than 
there are of those in active practice so that is not a 
source of information. The roll has not been called 
for forty-five years. 

The Department of Education says, “We want to 
know who is entitled to practice medicine and who 
is not. We want the registration lists.” 

Organizations call the roll at every meeting. You 
cannot go into a hotel or on a train without identi- 
fication. There is hardly a thing you do that you 
don’t have to register yourself. You have the right 
to vote, but you must first register to do it. 

There must be some way of identifying a man with 
as little inconvenience as possible, so the idea was 
to have him register yearly and after the first regis- 
tration personally, permit the men who are members 
of the county societies to be registered through their 
secretary. 

That would be one of the burdens placed on the 
members of the medical profession for their own 
good. In some quarters this is resented. Further, 
there was a registration fee of $2.00 proposed, but 
after a physician had paid for five years he would be 
given a receipt for life. This has caused a great deal 
of commotion. 

There is a feeling among certain medical men that 
all of this legal machinery is not for the protection 
of the profession but that for some mysterious reason 
it is to be used to oppress the physicians. 

The medical profession has in its control what it 
will do and what it will not do as far as its services 
are concerned. I cannot see any relation between this 
system devised for attack on the enemy that can be 
turned on the profession. These fees must be paid 
to cover the necessary expenses. 

In the Karle Dunmore bill before the legislature, 
there is a provision by which the title of “Doctor” 
is protected. There seems to be some doubt whether 
those not entitled to the use of this title but on whom 
it has been bestowed, such as chiropodists, druggists, 
etc., may not use it. This bill provides that no one 
not entitled to do so may use this title. 

The law forbids the advertising of secret methods 
of operation or cure. The unlicensed man may not 
only be prosecuted for crime but for civil penalties. 
These items were the subject of great protest from 
the cults. There is created a rule of evidence under 
which the unlicensed man, if he injures another, the 
tact that he is unlicensed is prima facie evidence of 
negligence. In the provision restricting the revoca- 
tion of licenses the bill provides there may be a sus- 
pension of a license and for reprimands, but this ac- 
tion can only be taken after a trial hy a committee 
of three examiners whose judgment must be unani- 
mous and then must be confirmed by the regents. 

As a result of work on the part of cult practitioners 
there have appeared in 1925 more cult bills than we 
have seen in any other year. The Gibbs bill deals 
with drugless practice. It contains the usual clause 
waiving examination for practitioners. We have the 
Esmond bill in which Mr. Esmond has taken the 
Karle Dunmore Bill and tacked on the proviso that 
the Karle Dunmore Bill shall not apply to chiro- 
practors. Mr. Bouton’s bill divorced chiropractic 
from all other departments and proposes that the 

New York State Chiropractic Society would prepare 
the examination papers and hand them to the Re- 
gents. They call that registration. 

Under that bill we find the same provision with re- 
spect to waivers; all that is required is that one must 
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be a graduate of a duly chartered chiropractic school 
or college. At the present time one can charter al- 
most anything, a gambling hall, prize fighting, etc. 
These colleges are business enterprises, organized 
and conducted for profit, not for educational pur- 
poses, and yet it is suggested that their graduates be 
licensed within the State of New York. 

The chiropathic lobby is trying to make the people 
of this state believe that is a proper system of regis- 
tration. 

The Legislature and the public at large do not un- 
derstand what a license to practice the healing art is. 

No man has had the right to practice medicine 
given to him in 100 years; he has had to earn it and 
the only exception was in 1907 when the osteopathic 
law was passed, 

If the State of New York puts its seal on a certifi- 
cate that man is competent to practice the healing art. 
Otherwise the State of New York is guily of pretense 
and is dishonest. License must not be given to an 
individual who will practice treatment contrary to 
the regulations of the Health Department, and as 
osteopathy does not recognize the germ theory at 
all how do they have this position of strength? 

The lack of enforcement of medical laws for over 
100 years is the answer, and you will have to make 
up your minds that enforcement of medical laws will 
have to be done by state government and you will 
have to be willing to have such a survey yearly to 
have some results. 

I was astonished to hear a representative of the 
Department of Health say at Albany he was in favor 
of one of these bills. I cannot understand how a man 


engaged in public health work in this state can take 


such a position and I do not believe he can explain it 
satisfactorily. 

Organized medical men, recognizing the difficul- 
ties we have had in the past because the law has not 
been enforce, have attempted to provide a system 
that will bring public support and respect for the 
practice of the healing art and have produced the 
Karle Dunmore Bill, for at present organized medi- 
cine has not the support it should have. 


Discussion 


Dr. Orrin S. Wightman, ex-President of the Medical Society 
of the State of New York: 

During my tenure of office as president of the Medical Society 
of the state of New York I had many difficult problems. It is 
fortunate that we have to go through the fire to obtain the 
coveted experience in a state organization. Such an official re- 
ceives an education just as well as the rest of the medical pro- 
fession. 

In that period of evolution if a man studies carefully the needs 
of the medical profession he observes much that he did not know 
at the beginning. He must discount the future, divorce himself 
from prejudice and friendship and keep his eye on the highest 
ideals of the medical profession. The rank and ‘file do not always 
appreciate what experiences we have to go through to reach 
success. We have access to much information, and they may 
think in a near-sighted way it is personal interest that guides us. 
Thus far we have met some lack of appreciation as to the regis- 
tration problem. I am sorry physicians have to be urged into 
registration as the average practitioner needse all his time and 
thought in practice. If the shoemaker would stick to his last 
he might make better shoes, but we as physicians are forced into 
a position where we have to fight to mantain standards set as 
legal by the state. 

The lack of appreciation on the part of the leadership has 
brought about certain misunderstandings as to what registration 
measures were all about. I do not know how many of you in this 
audience are medical men, but if you practice a specialty a long 
whilt it gets monotonous. So it is in legislative problems. 

Physicians are all amenable to argument as long as they under- 
stand what it is all about. I take issue with any individual who 
takes upon himseelf to speak with authority upon a subject which 
he has not carefully studied and digested. e are enthusiastic, 
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as physicians, in our personal opinions. There are a lot of con- 
scientious objectors in the medical profession, but they are often 
the uninformed who have neglected to secure basic knowledge on 
the subject. My only brief against the conscientious objector is 
that he is not constructive. He is satisfied with his own opinions. 

One man said “We have a good district attorney in our county 
and he secured a conviction. Get your district attorney busy.” 
That did not cover the needs of the state. The people that irri- 
tate me are those who wish to construct a state policy on their 
local enthusiasm. 

The recent legislative problem at Albany was not composed 
of a medical bill. It was an arraignment of the practice of 
medicine. It was a question whether a man should be protected 
as a practitioner or whether anyone can practice. The attack of 
the cults was a political move. If the cults did not know we were 
apathetic they would not keep on pushing as they do. The num- 
ber of their bills is amazing. None of them is drawn so as 
to meet the requirements for the protection of the people. 

“Tolerance” is an excellent word; almost anything can be tol- 
erated, but physicians should oppose the cults to the best of their 
ability. We are the custodians of the public health. Some phy- 
sicians have objected to the $10 as State dues. The chiropractors 
would pay it with joy. Nero fiddles while Rome burns. I have 
given time and money and everything I possess for an ideal, only 
to find some little two by four men trying to drive horse cars in 
an age of subways. 

Civilizaiion must wait until they are educated to learn that cars 
may run with safety underground. One man tells me he cannot 
vote for it because he is not convinced that under the new order 
of things we will be any better off than we are now. .Truly a 
noble way of advancing civilization. With the opportunity of 
growth he does not understand the need of it. We want con- 
structive ideas. I have no favorite party; we are all in the game 
to help the whole medical profession and to try and advance the 
public weal, and if any man tries to block the progress of human 
events as an obstructionist he is only throwing a monkey wrench 
in the machinery which will eventually destroy the man who 
throws it. 

John Kirkland Clark, Esq.: I feel the same way with regard 
to a problem of this kind, that I do when my physician tells 
me what ought to be done in the treatment of one of the mem- 
bers of my family. I am inclined to follow his advice. 

It is a difficult problem for the legal profession to consider as 
the physicians’ position in the community is so different. There 
is only one thing we have in common, and that is that to the re- 
maining large portion of the community we are both subject to 
suspicion. 

The favorite joke of the average layman is the lawyer who 
has his hands in his pockets and the physician who is always 
oppposed to allowing anyone else to have any part in healing 
human ills. The problem the physicians have of ridding their 
profession of unworthy members is more difficult than we as 
lawyers have; we being officers of the court and a part of the 
governmental system are able to deal with recreant members of 
the legal profession who are subject to action of the court. That 
is impracticable with the medical profession. 

The examinations of applicants for admission to the practice 
of medicine not being under the jurisdiction of the courts is 
handled by the State Board of Regents and this presents difficul- 
ties in dealing with a delinquent member of the profession. 
There seems to be a desire to correct this. There should be 
worked out an efficient code for admission to registration and 
provision made for the expulsion of unworthy members. You 
have, of course, in addition to solve the problem of the various 
cults. There has been a lamentable failure in recent years in 
handling that. Until you can reach the position where special 
legislation will not be certain to be overwhelmed by public senti- 
ment, the medical profession cannot carry out provisions for 
purifying iself. 

Walter Jeffreys Carlin, Esq.: My reason for being opposed 
to the bill is that I understand that a number of our medical 
men in Long Island oppose it. That has great weight with me 
in spite of the fact that the speaker of the evening has given us 
such an illuminating address. I am not in accord with the speak- 
er’s remarks as to insurance laws as if there were no such thing 
as unlicensed insurance companys. One of the great fights in the 
legislature every years is the question of unlicensed insurance 
companies doing business in the State of New York. 

One thought is that you can place no reliance-on the statement 
that after you have paid $2 for five years you will not have 
to register again. It has not been the experience of trades and* 
professions that they can ever stop paying fees. You will pay 
an increasing fee and it may be worth your while to pay it; but 
do not go into this licensing plan with the idea that you can 
ever register without paying fees because the department ex- 
fienses have to be paid and the fees must do this. It is for you 
doctors to decide if this is worth while. 


(Continued on page 314) 
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The Physician’s Month in the Law Courts 
ArtHur M. Hargis, 
Seattle, Wash. 


Two interesting cases, from widely separated jurisdic- 
tions, show certain re-statements of the always critical 
and important question of the degree of skill and care 
which physicians and surgeons are required by law to 
exercise in the treatment of patients. 

The first is from Missouri. In that case, it appears 
from the court’s careful statement of the adjudicated 
facts, the patient was kicked by a cow she was miiking, 
resulting in an injury to her arm. A physician from a 
nearby town was called, and from his examination of the 
injury he made the diagnosis of a transverse Colles frac- 
ture of the radius of the right arm. Proceeding upon 
this diagnosis, he put the arm into two splints ; one on the 
under side of the arm, extending from the elbow to the 
ends of the fingers, and a shorter one on the upper side 
of the arm; tightly binding the splints. After five and a 
half weeks, it seems, he removed the long splint on the 
under arm, leaving the shorter splint on the upper side 
of the arm for about ten weeks. 

Eventually a lawsuit resulted between this doctor and 
his patient, the patient charging malpractice, and on the 
trial introduced evidence which tended to prove that the 
injury which she had really sustained was that of a dis- 
location of the ulna of the right arm; her lawyers, as 
usual, introduced the testimony of other physicians to 
the effect that the dislocation of the ulna and not the 
transverse Colles fracture was what had actually oc- 
curred. 

The jury took the patient’s view of the case and award- 
ed a verdict against the physician. Parenthetically—this 
is quite a weakness of juries. Whatever the reason of it 
may be—and I suppose it really finds its roots in ancient 
prejudices—the hangover of the dark ages of barber- 
surgeons, leeches, cupping and all the rest of it—far too 
many of our fellow-citizens when they sit in the seat of 
judgment between a doctor and a patient evince almost 
too quick a sympathy for the patient. 

An interesting book could be compiled from the law 
reports of the marked and peculiar prejudices and sym- 
pathies of juries. Happily our scheme of government 
provides for a review of the happenings of a trial court, 
and it is in the sane, calm, unemotional atmosphere of 
our apppellate courts that Justice, driven away in the 
hurly-burly of the trial, returns to the case with her sweet 
reasonableness. This she did in this Missouri case, and 
upon the doctor’s appeal, the cause was reversed, the 
appellate court taking the enlightened position which 
practically all such courts in this country now taken on 


such matters. 

The doctor admitted during the trial that he did not 
discover a dislocation of the ulna, if there was one; fur- 
thermore, that no x-ray apparatus was available for his 
use. In spite of these circumstances, the supreme court 
pointed out that there was no testimony before it which 
went to show what difficulty a physician would have in 
deciding whether a patient, under such circumstances as 
these, was suffering from the Colles fracture or a dislo- 
cated ulua. That means that if the patient wished to es- 
tablish her case she must show that the difference between 
a Colles fracture and a dislocation is such that only bv 
gross carelessness and ignorance could one be mistaken 
for the other. 

Listen, please, to the court’s observation: “There 
should be testimony tending to show that a physician of 


ordinary skill in the locality in question and by the means 
at hand could have discovered a dislocation or differenti- 
ated between it and a Colles fracture.” 

Note particularly the words: “In the locality in ques- 
tion and by the means at hand.” I shall revert to them 
in a minute, after a glance at the second of the two cases 
—one, that is, from New Jersey. 

In the New Jersey case a man, while cranking his au- 
tomobile, suffered a broken wrist from the blow of the 
crank. He was taken to a hospital where he was attended 
by two internes, and later on by the visiting surgeon of the 
hospital, who, by the way, was giving such services to the 
hospital without charge. After various treatments and in 
the course of time the condition developed into osteomy- 
litis, with the result that the patient eventually lost the 
use of his right arm. He sued the internes and the visiting 
surgeon for damages, claiming that between them they 
had so manipulated the arm as to cause a simple fracture 
to result in a compound one, and ultimately in the dis- 
ability permanently of the injured limb. 

In this case the x-ray was used as well as all other 
modern methods; the chief controversy at the trial was 
as to whether in their treatment the attending physicians 
should have opened the entire arm, or whether the method 
of drainage which they actually used was the more cau- 
tious and effective way. Physicians testified on both 
sides of this question. 

In the appellate court this case resulted in the highly 
important statement that malpractice may not be proved 
simply by the statement that the testifying physician 
would have used some other method of treatment than 
that actually applied by the defendant doctor. These are 
the words of the court: “To permit a jury to pass upon a 
question of malpractice because testimony is given by 
physicians that they would have used a different treat- 
ment from the one followed would be to make a physician 
or surgeon a guarantor of the success of his treatment in 
every case. If he fails to restore his patient he must face 
a lawsuit with its accompanying annoyances and expense. 

It takes more than the opinion of one or more 
physicians or surgeons that the treatment followed in a 
given case should have been different to lay a foundation 
for malpractice.” 

This fine judicial statement, for which the whole medi- 
cal profession should be thankful, interposes a timely 
barrier to a beginning attempt to complicate the doctrine 
of the skill and care of a physician by introducing merely 
the opinion of other physicians as to a different method 
of treatment—without, you perceive—first laying the 
foundation fact that the method actually used by the de- 
fendant was done carelesslv and negligently. 

Tn a word, two physicians. upon a common diagnosis. 
and possessing equal skill, mav quite properly adopt two 
different means of cure. Had the court not taken the 
position it did, the law would be that it is negligence 
amounting to malpractice for all doctors not to follow 
identical methods of treatment. 

The New Jersev court reiterates the general rule that 
a physician is not liable if he has used the ordinary skill 
and care of the profession generally: but the Missouri 
case gives a nice turn to that statement bv sayins that 
the skill and care must be. not so much that which. is 
senerally used. but that which is generally used “in the 
locality in question and bv the means at hand.” 


(Concluded on page 313) 
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The Therapeutics of the Cardiac Child 


J. Epstern, M.D., 
New York. 


The large number of children with heart disease, their 
unmitigated condition, their early death or their perma- 
nent disability, have made the child with the sick heart 
one of the most important medical and sociological prob- 
lems. The combined efforts of medicine and sociology 
have, so far, brought only limited aid to the cardiac child. 

In the majority of cases of heart disease in children 
there is a general rheumatic infection which has selected 
the heart for its greatest pathological attack. Arthritis, 
tonsillitis, chorea and neuromyositis may be the harbin- 
gers of a rheumatic endocarditis. Pneumonia, dyphtheria, 
influenza, typhoid and gonorrhea may cause heart disease. 
In fact, any prolonged infection may damage the heart. 
Of the organisms that invade the heart the streptococ- 
cus, staphylococcus, pneumococcus and the gonococcus 
are the most important. Sclerotic and other degenerative 
changes in the heart are uncommon in childhood. Most 
children with heart disease die a cardiac death, while 
adults with heart disease may die from septicemia, ure- 
mia, asthenia, embolic infarctions, cerebral hemorrhage 
or coronary thrombosis. 

It is well to remember that endocarditis in children 
under three years of age is exceedingly rare and that 
heart disease in early childhood is usually congenital. It 
is important for a proper diagnosis and good thera- 
peutics to bear in mind that a child may have a myo- 
carditis without an endocarditis or it may have a myo- 
carditis, or a pericarditis as well as an endocarditis. 


There may be heart disease with murmurs and without 
murmurs, and a murmur does not always indicate a dam- 
aged heart. The so-called inorganic, hemic, functional 


or accidental murmurs are indefinite terms. In all cases 
of heart murmurs without heart disease the murmur is 
usually due to a temporary myatonia of the heart muscle. 
The condition may therefore be called myatonia cordis 
and the murmur may generally be called myatonic mur- 
mur. It is a common diagnostic error to label heart dis- 
ease by such meaningless terms as a mitral, aortic or 
pulmonic disease. The disease is an endocarditis, or a 
myocarditis, or a pericarditis, or a carditis with a mitral 
or aortic or pulmonic lesion, depending on the valves 
mainly affected. 

The diagnosis of endocarditis is usully not difficult. 
A history of rheumatism in any one of its manifestations 
is quite common. There may be fever, anemia and loss 
of weight. The child feels weak, tired, and out of sorts. 
On examination there is found some cardiac enlarge- 
ment and an apical murmur. It may be systolic, of an 
uneven intensity, and well transmitted along the axilla 
or diffused over the entire precordium, indicating a mitral 
insufficiency. The murmur may be presystolic, latesys- 
tolic or diastolic, of a rough and undulating quality, lim- 
ited to the apex, pointing to a mitral stenosis. Occasion- 
ally there is an aortic lesion, with a diastolic murmur zt 
the base transmitted downward. A systolic murmur at 
the pulmonic region is usually congenital, while a dias- 
tolic murmur may be present at the pulmonic area as a 
complication in mitral stenosis, and is known as Graham 
Steell murmur. A tricuspid systolic murmur comes with 
cardiac failure and is not always definite. The congen- 
ital murmurs are diagnosed by the young age of the 
child, their localization to the base of the heart, their 


"From the pediatric clinic of Beth Israel Hospital. 


rough and rasping character and, in some cases, by an 
associated cyanosis, clubbing of the fingers and policy- 
themia. 


Treatment 


In the majority of cases the so-called cardiac child 

comes under the care of the physician or social worker 
too late for permanent repair. Heart disease must be 
traced to its source and the treatment started with pre- 
vention. Insufficient wholesome food, scanty clothing, 
unhygienic care, cold and damp dwellings, exposure to 
bad weather and poverty in all its ramifications lay the 
foundation for heart disease. The remedy is a financial 
one, and when properly and adequately applied is spe- 
cific. Rheumatism in all its forms and manifestations 
must be thoroughly treated. Every child with a rheu- 
matic diathesis should be under observation. The car- 
diac clinic should include the pre-cardiac child. It 1s 
in the pre-cardiac stage, that is, when the child has suf- 
fered some heart damaging illness without actual de- 
structive changes, that much good can be done. 
. As the heart responds with greater speed or increasel 
effort to every febrile disease and to many non-febrile 
diseases, it should be treated with great care in every ill- 
ness. Complete physical and mental rest will relieve 
the heart of a great deal of its extra work. Pain and 
sleeplessness harass the heart and should be corrected. 
Indigestion should be avoided. Proper functioning of 
the bowels, kidneys and skin will aid the heart in its 
work. Whatever will shorten the period of an illness 
or lessen its severity will prevent the heart from fatigue 
or damage. Malnutrition, anemia, metabolic disorders 
and focal infections must be properly treated. The heart, 
being a muscular organ in constant action, consumes 
a great deal of oxygen and glycogen, which must be ade- 
quately supplied by plenty of fresh air and a diet rich 
in digestible carbohydrates. 


Treatment of Acute Endocarditis 


Prolonged rest in bed will favor restitution of the 
heart to its normal condition. It will reduce inflamma- 
tion, the number of heart beats, and the constant pound- 
ing of the blood against the diseased valves during car- 
diac contraction. The diet should be varied and nutri- 
tious, without causing indigestion or constipation. 
Proper hygienic and nursing care are essential. There 
is no need for digitalis in the acute stage with perfect 
compensation. An ice bag to the precordium, salicylates 
and codeine form the necessary therapeutic triad. Gui- 
acol carbonate is as good a cardiac remedy as it is a pul- 
monary and should always be given in endocarditis. 
With the subsidence of the fever and the improvement 
of the symptoms, quinine, iron and arsenic will do much 


g 
Treatment of Chronic Endocarditis or Valvulitis 


Most children with heart disease coming to the physi- 
cian or the cardiac clinic have chronic endocarditis with 
some valvular lesion. They usually are well compen- 
sated. Except in case of some extra effort which tires 
them easily they appear well. Prevention from a recur- 
rent rheumatic or other infection is the most effective 
treatment. Good nutrition, a warm climate, flannel or 
woolen underclothing, and the removal of focal infec- 
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tions are ideal prophylactic measures. Potassium iodide 
with sodium salicylate should occasionally be given for 
a week at a time. This to be followed by tonic treat- 
ment. Iron and ammonium citrate, iron carbonate, cal- 
cium salts, quinin salicylate, arsenic and strychnin are 
of much value, and when properly given will do much 
good. An alkaline antiseptic mouth wash and gargle 
should never be omitted. Carefully regulated exercise 
should be encouraged. 


Treatment of Chronic Endocarditis with 
Decompensation 


Every effort should be made to restore the normal 
balance between the cardiac and the vascular circulation. 
A decompensated heart struggles against a deranged and 
overloaded vascular system. Complete rest in a semi- 
reclining position must be enforced. A bland diet in 
small amounts and at frequent intervals should be given. 
Fluids to be limited if there is marked edema. The en- 
larged liver and the congested portal circulation may be 
drained by an occasional dose of calomel, followed by so- 
dium phosphate or milk of magnesia. Magnesium sul- 
phate is unpleasant to take and it causes griping. The 
sovereign remedy in cardio-vascular decompensation is 
digitalis. Large doses to begin with; later smaller doses 
will do to keep up a proper circulation. Diagalen, digi- 
folin and digipuratum are also useful. Tincture stro- 
phantus with tincture nux vomica will do good after 
the shild had digitalis for some time. A combination 
of tincture digitalis, spartein sulphate and caffein-sodium- 
benzoate I found very useful in badly decompensated 
hearts. Diuretin or theocin with infusion digitalis will 
give excellent results as a cardiac stimulant and diuretic. 
An ice bag to the precordium and codein are effective in 
slowing the pulse, quieting the heart and quieting the 
patient. When the acute symptoms have subsided digi- 
talis in small doses should be continued and general tonic 
treatment given. Slow, gradual and limited exercise 


may be permitted. 
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Treatment of Congenital Heart Disease 

The congenital cardiac is usually dismissed with scauc 
attention. While it is impossible to reconstruct a badly 
constructed heart, much can be done to ameliorate the 
condition. The indications are to prevent infection, in- 
crease oxygenation of the blood and to aid the over- 
burdened circulation. A warm climate, a warm skin 
and free action of the excretory organs are essential to 
a proper circulation. Plenty of fresh air to supply oxy- 
gen to the anoxemic blood. Strychnin in proper doses 
will give support to the heart and aid in the dynamics 
of the circulation. A congenitally disabled heart is sub- 
ject to acquired endocarditis, and the two conditions are 
occasionally present. 

The Necessity of a Specific Cardiac Remedy 

Imposing statistics are being published of the number 
of cardiac children, the large number of deaths from 
heart disease, the great army of disabled, and the future 
economic loss that they represent. But there are no sta- 
tistics on the number of permanent cures from heart 
disease, lasting improvements, restorations to better 
hcalth and increased economic values. While some car- 
diac children do get well and many go through an active 
life, reaching old age with an impaired heart, the prog- 
nosis in the majority of cases is doubtful and ominous. 
This state of therapeutic deficiency will probably con- 
tinue till either chemistry or biology will yield a specific 
cardiac remedy. 

At present, the therapeutics of the cardiac child con- 
sists of the prevention of poverty, prevention of the in- 
fectious diseases and prevention of rheumatism. The 
radical treatment of any heart-damaging illness, and the 
careful management of the already damaged heart. Pro- 
longed care and a proper adjustment of the child to its 
future occupation is of paramount importance. The 
family physician, the cardiac clinic, and the social service 
department may all contribute to the welfare of the car- 
diac child. 

213 East Broadway. 


Accessary Nasal Sinusitis in Children Suffering With 
Diseased Tonsils and Adenoids 


SPIELBERG, M.D., 
New York 


During the past three years the writer had an oppoz- 
tunity of carefully studying a large group of children who 
were either sent to him by their family physicians or :o 
the Beth Israel Hospital clinic by the school physician. 
They all came with practically the same complaints, con- 
stant nasal colds with profuse nasal discharge, mouth 
breathing, frequent attacks of ear discharges and periodic 
attacks of sore throat. The diagnosis acconspanying these 
patients invariably was hypertrophied diseased tonsils and 
adenoids and a request was made to have the latter re- 
moved. 

On examining these children and obtaining a carefu! 
history from their parents several very interesting and 
rather characteristic facts were ascertained, which were 
pathognomonic of the condition present, and helped to 
outline the proper course of treatment. 

History 

The age of the children observed ran between 2 months 
and fourteen years. 

1. The child had been suffering of a nasal discharge 
and mouth breathing ever since the mother could re- 


member. 


2. Upon advice of a physician many had their’ tonsils 
and adenoids removed ; some had been operated on more 
than once. 

3. No relief was afforded by the operation. Patient 
always felt worse. Nasal colds, discharge and obstruc- 
tion were aggravated. On complaint to their doctor, they 
were assured that the child would outgrow the condition. 

4. One or more attacks of acute otitis media was a very 
common complaint. Many had spontaneous ear di:- 
charge. Others had to have frequent paracentheses per- 
formed prior to and after tonsillectomy had been done. 
In some, ears were always discharging. 

' 5. Diurnal eneuresis, restlessness at night and malnu- 
trition were other common complaints. 
Examination 

1. Throat. Tonsils and adenoids were usually found to 

have been removed. When present were hypertrophied 


and diseased. 
A post nasal drip of thick yellow or greenish muco- 


pus was invariably present. 
*From the Oto-Laryngological department of the Beth Israel Hospital. 
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2. Ears. The otoscopic examination usually varied 
from a somewhat sclerotic retracted drum to a small mu- 
cous perforation, or a large marginal perforation, to 
absence of one or both drums including ossicles. The 
hearing was usually good, excepting when ears werc 
filled with thick discharge. One case of unilateral deaf- 
ness was found. 

3. Nose. The rhinoscopic picture presented a very in- 
teresting and characteristic picture found in all cases ex- 
amined. 

The anterior portion of the inferior turbinate was 
markedly turgescent, frequently impinging on the septum 
and bathing in yellowish white or yellowish green muco- 
pus, very thick in some, thin and stringy in others. 

On shrinking the inferior turbinate with adrenalin 
applied on a cotton swab, the entire floor of the nose was 
found completely covered with secretion and dripping 
posteriorly into the pharynx. 

Diagnosis 

To complete the examination and obtain a better idea 
as to the quantity of the discharge present, its source 
and characteristic appearance, suction was used in the fol- 
lowing manner: The nasal discharge was sucked into 1 
small suction bottle half filled with water to which was 
attached a straight mettle canula, and suction obtained 
by a Sorenson pump. By means of this cannula every 
part of the nose, floor, inferior and middle meati and pos- 
terior nares could be separately investigated. The nous 
was sucked into the water in the suction bottle and could 
be seen as either small floculent masses or as very large 
casts of pus. If one is carfeul not to hurt the patient 
very little difficulty will be found in applying this method 
of st tion. 

On shrinking the inferior turbinates and clearing ovt 
the pus by suction the patient was able in each instance 
t« blow the nose and breathe freely and clearly as never 
before, to the surprise and gratification of the mother. 
With very few exceptions both nares were involved. 

Whenever possible an x-ray examination of the sinuses 
was made, followed in some cases by antroscopy of the 
maxillary sinuses. The x-ray examination in all instances 
showed clouding of both antra with evidences in some oi 
early polypoid changes in the mucosa lining the antra. 
No cases of involvement of the frontal or sphenoid sin- 
uses were found and very few instances of ethmoiditis 
were noticed. Aft no time did the x-ray show evidences 
of empyema of an antrum. The antroscopic examina- 
tions revealed congestion of the mucosa and in many 
' patients thickening with very early polypoid changes in 
the lining membrane of the antra examined. In some 
cases large and small polypi were found, the latter being 
very frequently found on antroscoping the adult antrum. 

A diagnosis of nasal accessory sinusitis was made in 
these patients and a course of treatment outlined. 

Treatment 

Two forms of treatment were employed. 

(a) Palliative. (b) Surgical. 

Palliative treatment was given in every case and was 
considered as a trial treatment to be followed by sur- 
gical treatment in case the former failed. It consisted 
of daily treatments of suction and radiant heat expos- 
ures. The mother was also instructed to instill a 25 per 
cent solution of argyrol into the patient’s nose twice daily 
and was taught how to instruct the child in the proper use 
of the handkerchief. The latter being considered very 
essential in the cure, as most children do not know how 
or never do blow their nose, thus allowing an accumula- 
tion of pus in the nares with resulting ear complication 
thru eustachian tube extension when the child coughs or 
sneezes. 
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A few words may be said here in reference to the 
method of suction employed in the treatment of these 
children. The author has found ‘the open or direct 
method of suction the most beneficial, particularly in sinus 
work of this type. By this method one can completely 
clear the nares of residual pus without causing trauma- 
tism by strong and continuous negative pressure in the 
nasal fossae. 

The ordinary suction bottle with a straight small or 
large calibred pliable metal cannula is used and all secre- 
tions sucked into the bottle through this tube. 

If slight negative pressure in the entire nasal fossae is 
desired in order to bring out secretions from inside a 
sinus, the operator can close both nostrils with his left 
hand while the suction tube is in the nose. We can the», 
on inspection, frequently tell the exact sinus involved 
by the position of the pus, which can subsequently be 
sucked thru the cannula into the bottle. This procedure 
is repeated. several times until the nose is cleared of all 
pus. Following suction a mild solution of argyrol (10 
per cent) is usually introduced by spraying it into the 
nasal fossae. 

Radiant heat is given by means of the radiant heat 
lamp using a bulb of 1,500 watts with exposure of face 
3-10 minutes or longer if possible at a distance varying 
upon the patient’s ability to withstand the heat. If no 
improvement followed after 2-3 weeks, surgical treat- 
ment was resorted to. 

In all infants and in the majority of young children it 
was not necessary to employ surgical treatment. Suction 
and radiant heat cured the patient. 

Surgical treatment consisted of puncturing one or both 
antra involved followed by irrigation of same, instil!a- 
tions of argyrol into the nose and sinuses and application 
of radiant heat. 

The success of this form of treatment depends invari- 
ably upon the size of the fenestrum made in the naso- 
antral wall and upon the length of time it remains open. 
In no case has the treatment failed where the opening 
was very large and remained patent for six weeks or 
more. It is the large opening made to drain and airate 
the sinus, and permitting its proper irrigation, that cures 
the sinusitis. 

Following puncture of an antrum the latter is washed 
at first daily and gradually less until washings are givcn 
once or twice a week, depending upon the quantity and 
character of the discharge. In case of an acute exacer- 
bation during the treatment it is best to leave the sinus 
alone until the acute attack subsides. 


Technique 

Anesthesia. The question of anesthesia is rather im- 
portant, as the success of the puncture to be made and its 
enlargement subsequently depends upon how much or 
how little pain the patient is going to have. 

In children that are not easily managed as the very 
young or those who are naturally restless, general ether 
anesthesia is the best. In older children from 8 to 14 
years, local anesthesia is more preferable. There never 
need be any hurry; a good, large-sized opening in the 
antrum should be the operator’s only concern. 

When employing local anesthesia, the inferior meatus 
is packed with one or two pledgets of cotton saturated in 
a solution of equal parts cocain 10 per cent and adrenalin 
1-1000. The packing is allowed to remain in place for at 
least 15 minutes. This will prevent pain and bleeding. 
It is very essential to have a clear bloodless field when 
operating. 

Instruments. The author’s straight trochar and can- 
nula is used in puncturing the sinus, as it has many ad- 
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vantages over a curved trochar and cannula. When de- 
sired, the author’s antroscope can be inserted through it 
and the antrum carefully inspected before proceeding 
with the enlargement of the opening. The, trochar 
(straight) is very easily handled and causes less trau- 
matism than the curved type of instrument. 

The antrum is punctured in the usual place and manner, 
preferably anteriorly and close to the floor of the nose in 
the inferior meatus. The trochar is withdrawn and 
antroscope introduced through the cannula and antrum 
inspected. I usually do not wash the sinus after the 
puncture, particularly is it not desirable in cases done 
under general anesthesia. Washings are usually begun 
on second or third day after the post operative reaction 
has subsided if such is present. 

Following antroscopy the cannula is withdrawn an:l 
the opening enlarged by biting away as much of the naso- 
antral wall about the puncture as is possible, extending 
the opening posteriorly and along the floor of the nose. 
A punch or good biting forceps is used for enlarging the 
opening. On completing the operation the antrum is 
sucked clear of all pus, blood and debris by means of the 
large calibred straight suction cannula described above. 

A piece of iodoform gauze is then placed underneath 
the inferior turbinate against the opening made in the 
sinus to prevent any possible hemorrhage or excessive 
bleeding. . 
Post Operative Treatment 

The iodoform packing is removed in 24 to 48 hours. 
The sinus is then washed daily with an antiseptic and 
cleansing solution. I prefer a weak iodin solution in 
sterile water. Solutions of argyrol 10-25 per cent and 
weak silver nitrate solution are periodically instilled into 
the sinus following washings. Radiant heat is also given 
following the irrigations. It appears to soothe the patient 
and help in the recovery of the sinus to its normal state. 
In very long and protracted cases the patient is taught 
how to wash the sinus and to apply radiant heat at home. 
Frequently nasal douches of hot saline are prescribed to 
be taken daily before retiring and followed by instilla-. 
tions of cc of 25 per cent argyrol solution in each 
nares. The radiant heat applications are continued after 
the sinus has become dried and apparently cured. 

The author hardly thinks that figures or a statistical 
report of the cases studied would in any way materially 
help or be of interest to the practical student. He will 
therefore content himself by citing the following cases us 
good illustrations of the problem to question. 


Case Histories 

Case 1. M. Y. 12 yrs. Male. First examination September 
30, 1923. 
History 

Ever since mother can remember patient has been troubled 
with nasal colds and discharges. Both ears have a foul dis- 
charge since early infancy. Tonsils and adenoids were removed 
one year ago. Ever since the operation the nasal colds and 
profuse nasal discharge have been aggravated. Is very restless 
at night. Sleeps with mouth open. Ears discharge more than 
before tonsillectomy was performed. 

Examination 

Nose. Nares filled with thick pus. Inferior turbinates en- 
gorged, bathing in pus and impinging on the septum. Post nasal 
atrophy quite marked. 

Throat. Post nasal pus discharge. Tonsils absent. Marked 
scarring of tonsillar fossae present. 

Ears. Both drums have large marginal perforations. On 
right, Shrapnells is adherent to the promotory. Thick greenish 
foul smelling pus filling up both external canals and tympanic 
cavities. 

Hearing. Tuning fork test ellicited normal hearing. Both 
labyrinths react normally to the douching test. Does not latera- 
lise and has no spontaneous labyrinth reactions. 

X-ray of sinuses: Marked clouding of both antra, with evi- 
dences of advanced polypoid changes particularly in the region 
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of the floor of both maxillary sinuses. The remaining sinuses 
were well illuminated. 
Treatment 


For two weeks palliative treatment consisting of hot nasal 
irrigations, suction and radiant heat, were given daily but with 
no improvement. On October 10th both antra were punctured 
under local anesthesia and antroscoped. The latter revealed ad- 
vanced polypoid degeneration of the mucosa lining the antra 
with pus lodging between the polypi and hypertrophic mucosa. 
Both punctures were enlarged with biting forceps. Due to irregu- 
larity of the patient in coming for treatments and chronicity of 
the condition present the course of treatment stretched over a 
period of eleven months. Treatments consisted of antrum irri- 
gations, radiant heat, instillations of argyrol 25 per cent nasal 
fossae and sinuses. Hot nasal douches were given at home. 
When seen last on Aug. 20, 1924, nares were completely dry and 
nasal breathing very free and clear. Ears are slightly moist 
but have no pus discharge. Hears well with both ears. Patient 
says that he still gets occasional colds in the nose but these last 
only a few days leaving him in a very comfortable condition. 


Comment 

There is no doubt that the preliminary tonsillectomy did more 
harm than good in this case. Had the sinuses been attended to 
first the course of treatment would not have been protracted to 
the degree as it was in this case. Although the case is not com- 
pletely cured, a great deal has been accomplished in rendering 
great relief to the patient as well as arresting the progressive 
middle ear suppuration. It becomes quite clear from this case 
that very little can be accomplished in attempting to treat or 
cure a case of sinusitis by a preliminary tonsillectomy. In fact 
it aggravates the sinus condition and causes a protraction in the 
course and time of treatment necessary to relieve or cure the 
patient. 

Case 2. M.B. 3 yrs. Male. 

History 

Constant nasal colds and profuse nasal discharge. Several at- 
tacks of purulent otitis media. Tonsils and adenoids removed 
three months ago. Ever since the operation the nose has been 
discharging more profusely and child appears to have a con- 
stant nasal cold. For the past week has been running high tem- 
perature and has a discharge from the left ear. 

Examination 

Nose. Thick pus in both nares. Inferior turbinates are very 
much congested and impinging on the septum. 

Ears. ROMCA slight.. Land marks visible. LOMPA with 
pinpoint ’certral perferation through which can be seen exuding 


pus. 
Throat. Marked general congestion. Tonsils and adenoids 
removed by operation. 
Treatment 
Patient was given daily treatments for two weeks of suc- 
tion, removing all residual pus from every part of the nasal 
fossae accessible to the straight cannula. Radiant heat treatment 
was given following cleansing of nares, ten minute exposures. 
Hot nasal douches followed by 25 per cent argyrol instillations 
were prescribed for home treatment. WitHin 24 hours of the 
first treatment the redness in the right drum disappeared and 
dischage from the left ear was practically nothing. When last 
seen February 25, 1925, ears were completely dry and nose was 
free and clear from any discharge. For first time mother says 
ever since she can remember child sleeps well and is able to 
breathe with mouth closed. 
_ Case 3. R.K. 9 yrs. Female. May 21, 1924. First examina- 
tion. 
History 
Ever since infancy has been suffering with nasal colds and 
profuse nasal discharge. Had tonsils and adenoids removed for 
the relief of same 3 years ago. Is feeling much worse ever 
since the operation. Has had several attacks of abcess in the 
ears with spontaneous ear discharge. During the past 2 weeks 
has had discharge from the right ear. 
Examination 
Nose. Thick mucopurulent discharge in both nares bathing 
engorged inferior turbinates. On removal of pus by suction and 
adrenalizing the inferior turbinates the patient was able to 
breathe very freely as she never could before. : 
Throat. Both tonsils removed. Stumps gresent on both sides. 
Post nasal discharge. 
Ears. Right purulent otitis, pus in external canal. Left ear 
negative. 
X-Ray of sinuses: Both maxillary antra show marked cloud- 
ing with evidences of polypoid changes in the mucosa, particu- 


larly in the left antrum. 
Treatment 
Patient received daily treatments of suction, radiant heat, nasal 
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douching and argyrol instillations with no marked improvement. Throat. Tonsils and adenoids removed by operation. 

Both antra were then punctured and antroscoped. troscopy Ears. Bilateral acute purulent otitis media, with thick puru- 
revealed nucosa on both sides to have undergone advanced poly- lent discharge filling up both external canals. 

poid changes with diffuse thickening. The openings were then Treatment 

enlarged with punch forceps and antra drained. Treatment con- F k : : : + gs 
sisting of daily antrum irrigations and argyrol instillations fol- f or two weeks patient received daily treatments gontatng 
lowed by radiant heat were given for the ensuing two weeks. of suction, radiant heat, nasal irrigations of hot solutions given 
Marked improvement resulted. Left ear became dry, nasal 2 home and instillations of 25 per cent argyrol into the nose. 
breathing was established and patient slept for the first time with The ears became completely dry after this period and nasal 
mouth closed. Treatments were continued for 6 weeks more ‘discharge was negligible. The patient was seen at irregular in- 
with still greater improvement, both local and general condi- ‘tervals during the next 5 weeks. Patient was discharged as 
tion improving. Irrigations of antra were discontinued as soon Cured. Nares dry; can breathe freely through the nose, sleeps 
as the latter became dry. Radiant heat, however, was continued With mouth closed, and general health has improved consider- 
once a week until patient was discharged September 19, 1924, ably. 


apparently cured. Case 7. L. M. 11 yrs. Male. First examination Jan. 30, 
Case 4. M. P. 22 months. Male. First examination Jan. 10, 1925. : 
1924. History 
History Tonsils ant adenoids operated on one year ago. Nose is run- 


Has a constant nasal discharge. Mouth breather. Discharge "img continuously and is much worse since the operation, al- 
from right ear for one month. Very restless at night and is though patient was promised that the operation would give him 


running a temperature 102-103. relief of his nasal colds and discharge of which he has been 
Examination suffering since childhood. 
Nose. Nares completely blocked up with thick pus. En- : ’ Examination 
gorged inferior turbinates. : Nose. Filled with purulent secretion in great abundance. 
Ears. Left purulent otitis with profuse thick pus discharge. Throat. Remains of stumps of both tonsils visible at base of 
ROMPA with bulging of drumhead in post. sup. quadrent. No tongue and lower tonsillar fossa. Post nasal discharge of pus. 
mastoid tenderness. Ears. Negative. ; 
Throat. Post nasal discharge. Hypertrophied diseased ton- X-Ray of sinuses. Clouding of both antra. No evidences of 
sils and adenoids, polypoid changes in the mucosa. 
Treatment Treatment 
A paracentesis was performed on right ear and pus evacuated Treatments were given daily for one week consisting of suc- 


under pressure. Nose condition was treated for several weeks tion, radiant heat and argyrol tamponades according to the Dowl- 
but without improvement. Puncture and irrigation of the in- ing method. At the end of one week the entire condition was 
fected maxillary antra was advised but was refused by mother so cleared up that the patient refused to take any further treat- 
of patient. Treatments were therefore given doring the next ment. Nasal discharge ceased entirely, nasal breathing was well 
3 months consisting of nasal suction, irrigations of nasal fossae established and patient said he felt absolutely well. 

with hot saline solution, radiant heat and colloidal salt instilla- Comment 

the somes, child was breathe There is no doubt that suction, radiant heat combined with 
and comiortably through the nose; nasal discharge was Sti Dowling tampons practically cured this patient in seven treat- 
present but very little; - had completely cleared up with no iments given daily 

other attacks since the last one. At this time the removal of Case 8 R. F. 5 yrs. Female. First examination Jan. 26, 
the tonsils and adenoids was considered appropriate, and were 1925 
removed under general anasthesia. Following the operation . 


patient kept on improving. At the last examination September 3 : History ; 
23rd, 1924, both ears dry, nose free from any secretions, nasal Had tonsile and adenoids removed 2 years ago for the relief 
breathing established, general health of patient very much im- of frequent nasal colds and attack of otitis media. Ever since 
provd. the operation the condition has been greatly aggravated. She 
Comment has a constant running nose, ear abscesses continue to come and 


go. Five weeks before this examination the patient developed 


In this case where tonsils were still present the sinuses were bilateral otitis media which began to discharge spontaneously. 


cleared up first and tonsillectomy performed later, without any 


aggravation of the sinus infection; in fact it helped to clear up Examination 

the sinus condition entirely. A much quicker result could have Nose. Large quantity of pus in both nares. 

been obtained had consent been given for puncture and irri- Ears. Profuse thick greenish purulent discharge from both 
gations of the antra. However, this case shows what can be ears. No odor. Has central perforation in each ear. 
accomplished with patience and perseverence in following a Throat. Post nasal discharge of pus. Tonsils and adenoids 


given course of treatment when nothing more radical _can be absent. : ; 
done either due to the condition of the patient not permitting it X-Ray of sinuses. Marked clouding of both antra with evi- 
or the refusal on part of the patient to undergo a prescribed dences of advanced polypoid changes in the mucosa of both sides 


form of treatment. } particularly the left. Both ethmoids slightly cloudy. 
Case 5. H. G. 8 weeks. Female. First examination Jan. Treatment 
24, 1925. : Patient was given daily treatments consisting of suction intra- 
History nasally of all residual pus, radiant heat, nasal irrigations at home, 


Child has running nose and discharge from the left ear for and instillations of argyrol 25% into the nose. Ears were also 
the past 6 weeks. Mother was advised to have child’s adenoids cleared of pus by suction with glass suction tube, and given 


removed otherwise ear discharge would not stop. radiant heat. After one week ears were dry and nasal fossae 
Examination free from any secretions. Treatment was continued for one 
Nose. Nares filled with thick purulent discharge. week more and patient discharged as apparently cured. For the 


Throat. Tonsils not enlarged. Adenoid palpable. first time during her life child can breathe freely through the 
Ears. Purulent disrharge from left ear. Perforation not ose and sleep with mouth closed. 
visible. Discharge has foul odor. Comment 
Treatment Although apparently cured, I am, however, convinced from 
Patient was under treatment for one week following which --Tay findings that the patient still be subject to further attacks 
ear became dry. Treatment consisted of sucking out pus from Of sinusitis unless patient will consent to undergo vetillation and 


the nose and ear. Radiant heat treatments were given after irrigation of the diseased antra through openings made into them 
as outlined in this paper. 


suction, 
Case 6. R. M. 6 yrs. Female. First examination Jan. 10, Comment 
925. : The object of this paper is solely to point out the neces- 
History sity of carefully examining and analyzing every child 


Had tonsils and adenoids removed for the relief of very fre- supposed to be suffering with diseased tonsils and ade- 


quent attacks abscess of ears and very frequent colds and run- oid. in order to ascertain whether or not there is asso- 
ning nose. Since operation has had a constant discharge of se- 
cretions from the nose. Feels much worse since the operation. Ciated with it diseased nasal accessory sinus, and to 


Examination eliminate and eradicate this condition before removal of 
Nose. Nares filled with pus. the tonsils and adenoids are advised or undertaken. 
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The method of procedure and treatment of nasal sinu- 
sitis in children set forth in this paper is not intended to 

be given as a specific, but only as one found most useful 

of all other methods tried. In no case was it necessary 

to resort to more radical surgery than that above de- 

scribed. The average case was free from discharge and 

apparently cured anywhere from two weeks to four 
months. The rapidity of improvement following the an- 
trum puncture in some cases was remarkable, in spite o/ 
it having been a case of long standing. In those cases 
where surgical treatment was not employed not more 
than two weeks was necessary to free the child of all the 
symptoms of sinusitis. 

Reinfections or exacerbations were noticed in some, 
but the attack (as the average case of acute rhino-sinu- 
sitis in children without chronic sinusitis ) subsided with- 
in three days to one week, leaving the patient free of ail 
disturbing symptoms. 

Conclusions 

1. In children, diseased nasal accessory sinuses are 
very frequently associated with diseased tonsils and ade- 
noids, although one may exist independent of the other. 

2. The preliminary removal of tonsils and adenoids 
in the presence of sinusitis in children is counterindi- 
cated. It seems not only to aggravate the infection and 
protract the course of the disease, but also to prolong the 
period of treatment necessary and to be the cause of be- 
ginning atrophicrhinitis. 

3. In the presence of diseased sinuses in children the 
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removal of the tonsils and adenoids should be undertaken 
only when the sinuses are cured or well on their way to 
recovery. 

4. Sinusitis in children is very common, beginning 
sometimes at birth and due to exposure or to aspirations 
of amniotic and contaminated fluids into the nose and 
sinuses (antral) at the time of birth. 

5. A case of nasal accessory sinusitis in a child can 
be completely cured if recognized early and treated. 

6. A so-called slight cold or running nose in a child 
should be regarded not as a rhinitis, choryza, etc., but as 
a rhino-sinusitis. A rhinitis or inflammation of the nasal 
mucosa is always associated with a similar process in the 
mucosa lining its accessory sinuses. 

7. Most cases of sinusitis in children can be cured by 
very mild palliative treatment, particularly mild suction, 
hot nasal douching and radiant heat applications. An- 
trum puncture and irrigations will cure those not respond- 
ing to palliative treatment. 

8. Radical operations are not only unnecessary in 
children, but very dangerous and should never be per- 
formed. 

9. Asa prophylactic in the prevention of nasal acces- 
sory sinusitis, children should be taught how to properly 
blow their nose and use the handkerchief. 

10. With very few exceptions every case of nasal 
acccessory sinusitis in adults can be traced as having had 
their inception very early in childhood and left untreated. 


211 Henry Street. 


Membranous Dysmenorrhea , 


Following Cervical Plastic Operation for the Relief of Chronic Endocervicitis and Relative Sterility, 
With Report of a Case 


D. DeutscuMAN, M.D. 


New 


Membranous dysmenorrhea is a rare form of 
menstrual disorder, which is characterized by peri- 
odic extrusion of an endometrial cast during the men- 
struation. The process of expelling this uterine 
membranous cast in this condition is associated with 
excruciating pain, which is cramp-like and intermit- 
tent in character and resembling the painful uterine 
contractions during the process of child birth. 

The history of this rare pathological condition is 
interesting. Morgagni, in 1779, is credited with hav- 
ing been the first observer to have recognized this 
infrequent menstrual abnormality and since then a 
number of these cases have been observed and re- 
ported. But owing to the comparative infrequency 
of this menstrual affection numerous contradictory 
hypotheses and theories have been advanced to ex- 
plain the underlying cause of this pathological an- 
omaly. 

Some authors have attempted to discredit the ac- 
tual existence of membranous dysmenorrhea as a 
special disease; claiming that all decidual affections 
are early miscarriages, caused by som’e morbid con- 
dition of the fertilized ovum and that the expulsion 
of the uterine membrane during the menstruation 
is incidental; and have suggested symptomatic treat- 
ment and abstaining from coitus as a cure for this 
complicated menstrual malady. 

However, recent observers, having investigated 
the reported cases in the medical literature, have 
established this strange menstrual disorder as a clin- 
ical entity and have attempted to explain its etiology. 


York 
Etiology 


The etiology of this menstrual condition has never 
been definitely established. Up to a few years ago 
membranous dysmenorrhea was believed to be due 
to some inflammatory exudative origin, resulting from 
a previous pelvic infection and the name of exfolia- 
tive endometritis was given to this condition. But 
recent research workers have denied the inflamatory 
origin of this pathological condition. 

Hitschmann and Adler’, who have done the most 
extensive experimental research work in this field, 
have promulgated a theory, which is, so far, cor- 
roborated by a number of other laboratory research 
workers and which will, probably, be overthrown 
by some future biochemical or gynecological experi- 
mental investigators. 

The above authors, after analyzing and minutely 
describing the historological changes that are tak- 
ing place in the endometrium during the menstrual 
cycle, state that the premenstrual endometrium and 
the young decidua are made up of two separate lay- 
ers. The superficial layer is compact and the deeper 
one is spongy in character and, due to an exaggera- 
tion of the normal process in the menstrual syn- 
drome, these two layers become separated and a 
membranous cast or fragment of a cast is thrown 
off with the menstrual discharge. In other words, 
these authors consider it perfectly normal for the 
uterine mucosa to break down and for fragments to 
be cast off during the menstrual periods. They fur- 


ther state that the mechanical detachment as well as 
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the expulsion of this membranous cast are due to 
severe uterine contractions resulting from some ob- 
struction at the internal os or in the cervical canal. 

This last statement, namely, the mechanical ob- 
struction, is contradicted by numerous gynecolo- 
gists, who have had experience with this pelvic af- 
fection, basing their contradiction upon the failure 
to obtain relief after performing cervical dilatations 
to remove obstruction. 

Another explanation? for the mechanical detach- 
ment of the membranous cast is that the hyperplasia 
of the stroma cells forms an obstruction to the es- 
cape of blood into the superficial layer, resulting in 
spreading of this blood into the deeper portions of 
the uterus, meeting a weak spot which yields to the 
force of this escaped blood. This process results 
in, so to speak, of a dissection of the membrane by 
the hemorrhage. Of course the above explanations 
are only two of numerous suppositions that have 
been advanced in the attempts to clarify the detach- 
ment of the membranous cast, in cases of membran- 
ous dysmenorrhea and, as it happens with any abnor- 
mal condition, the nature and underlying cause of 
which are not definitely known, it is accepted by 
some and rejected by others. 

A case which rceently came under my observation, 
the report of which is given below, tends, partly, to 
corroborate the mechanically obstructive theory as 
formulated by Hitschmann and Adler, as an etiologi- 
cal factor of membranous dysmenorrhea, and is as 
follows: 


A woman 33 years of age, whose family history is irrelevant, 
began to menstruate at the age of 14 years. Menstruation always 
regular, of the 28 day type, four days in duration, normal flow 
and without any pain or premenstrual discomfort, gave birth to 
a living child 12 years ago. Delivery was normal and no post 
partem complications. There was no change in the menstrual 
periods following parturition and patient enjoyed normal health 
up to about three years ago, when she began to complain of pro- 
fuse, tenacious leucorrheal discharge, which was very annoying 
and was associated with constant lumbo-sacral pain and fatigue 
on the slightest over-exertion with excruciating pruritis vaginae. 

On vaginal examination the pelvis revealed a lacerated perineum 
with recto-cystocele present. There was a follicular endocer- 
vicitis, very tender bilateral adnexae, uterus retroverted with lim- 
ited mobility and extreme tenderness in the posterior Cul-de-sac. 

Patient was treated for several weeks with local applications 
of iocamphon, ichthyol and boroglycerin, vaginal douches, genu- 
pectoral exercises and diathermy. 

There was a decided improvement in the patient’s condition. 
The backache had subsided and there was a wider range of mo- 
bility of the uterus. However, the leucorrheal discharge persisted 
and so was the tenderness in both adnexae, in spite of the fact 
that the cervix improved a great deal in its superficial appearance. 

Patient was advised to be operated on for the endocervicitis, 
which appeared to me as the primary focus of infection, serving 
as an etiological factor for sterility and all the concomitant pelvic 
complications. She refused, at that time, to consent to an oper- 
ation, 

Three months after cessation of treatment the patient had 
amenorrhea of six weeks, which was followed by profuse bleed- 
ing and expelling big clots of blood, but without any pain or any 
pelvic discomfort. ‘The profuse bleeeding persisted so that an 
exploratory curettage was performed and pieces of retained con- 
tents of organized tissue removed, which, on pathological exami- 
nation proved to be retained secunda. 

Following this miscarriage patient’s previous pelvic condition 
reoccurred with greater severity. All the subjective and objective 
symptoms and signs became aggravated so that she consented, at 
this time, to enter the hospital for the relief of her primary 
pathologic condition. A Sturmdorf tracheoplastic operation was 
performed and she was discharged from the hospital, with marked 
improvement, after ten days. 

For a period of several months following the cervical operation 
the patient stated that never in her life had she felt any better 
than during the above period of time. The leucorrheal discharge 
has completely subsided and there were no pain or tenderness 
within the pelvic cavity. The patient has gained in weight and 
er entire mental condition has changed, assuming a normal, 
healthy and cheerful attitude instead of her preoperative melan- 


cholic and morbid appearance. 
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This improved condition, however, lasted only a comparatively 
short time, when the patient began to complain of excruciating 
pain during her menstrual periods, being relieved only after ex- 
pelling pieces of membrane from the uterine cavity. Similar 
pieces of membrane were expelled with each subsequent menstrual 
period. During certain periods these pieces of membrane were 
extruded from the uterine cavity as one large, irregularly shaped, 
ragged piece and then the excruciating dysmenorrhea would im- 
mediately subside and would follow by a normal menstrual flow, 
lasting three or four days. At other menstrual periods these 
pieces of membrane came out in small fragments and, under such 
condition, the pain would subside gradually. 

This condition of expelling the uterine membranes during men- 
struation lasted for a period of one year. Repeated pelvic exami- 
nations failed to reveal any pathological condition of the vaginal 
cavity, such as exfoliative Vaginitis; one of the numerous condi- 
tions from which membranous dysmenorrhea must be differen- 
tiated. The cervix was normal in appearance, but the canal was 
very narrow and the internal os almost stenosed. Otherwise the 
pelvic organs were normal. Several examinations of the frag- 
ments of the extruded membrane failed to show the presence 
of chorionic villi or decidual cells. The membrane consisting ' 
of fibrin with small stromal cells, as demonstrated by repeated 
microscopic examinations and thus excluding the possibility of 
early abortion. 

From the clinical history and corroborated by microscopic 
examination of the extruded membranes the diagnosis of mem- 
branous dysmenorrhea was made. 

The patient was subjected to a rigid course of treatment and 
was ordered to abstain from sexual relationship. Pleurog!and- 
ular treatment was given without any effect upon the patient's 
condition. She was advised to have a cervical dilatation done, 
without promising her any definite cure. 

This mode of treatment was advised on the assumption that the 
cervical repair that had beeen performed might have caused some 
obstruction at the lower end of the uterine segment and predis- 
posed to this condition. On April 14, 1925, a cervical dilatation 
was performed and a stamp pessary was inserted. She men- 
struated three weeks later and, for the first time in one year, 
patient had a regular menstruation, without expelling any mem- 
branous cast or experiencing any discomfort. 

Her next menstruation was of the same normal character, 
which was followed by amenorrhea and, when the patient was 
examined recently, her uterus was found to be pregnant, corre- 
sponding to a period of ten weeks gestation. 


Comment and Conclusion 

A diagnosis of membranous dysmenorrhea is at 
times a very difficult task. Although for practical 
purposes alone a clinical history of the case is suf- 
ficient to make a diagnosis. But for academic or 
scientific purposes a miscroscopic examination of 
the extruded membrane must be made, in order to 
differentiate it from early abortion or from exfoli- 
ative vaginitis. When chorionic villi or decidual 
cells are found, the diagnosis of pregnancy is 
clinched. But their absence will not exclude preg- 
nancy. Under all circumstances a pathological ex- 
amination of the membrane, supplemented by a defi- 
nite clinical history must be made, in order to arrive 
at a definite diagnosis of the case. 

The object in reporting this case is merely to add 
one more to the limited number of cases of mem- 
branous dysmenorrhea reported in the medical lit- 
erature. 

I do not suggest any definite treatment for the 
relief of this gynecological condition, in spite of the 
encouraging results obtained from the minor opera- 
tive procedure instituted in the above case; and be- 
sides the period elapsed since the performance of the 
cervical dilatation is too short a time to draw any 
definite conclusion as to the therapeutic value of a 
cervical dilatation and insertion of a stamp pessary 
for the relief of this comparatively rare menstrual 
anomaly. 
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Diagnosis and Treatment 


Pyelography 

White & Ritch of Chicago are of the opinion that pyelography 
is a very valuable factor in determining the diagnosis of uro- 
logical conditions. This valuable link in the chain of Clinical 
evidence dates back to Tuffier who, in 1897, suggested a com- 
bination of an opaque, ureteral catheter and radiography. Schmidt 
and Kolischer, in 1901, suggested and published radiograms 
clearly demonstrating the location of the renal pelvis and the 
true course of the ureter. Their technic consisted of passing 
a strand of fused wire, inserted through a utereral catheter, 
simultaneously with radiography. 

Fluids used as opaque substances were advised by Voelcher and 
von Lichtenberg in 1906, their media being colloidal silver (col- 
largol) and their efforts were the first reported in the use of 
liquids as opaque substances for urological roentgenograms. 
They were the first to call the attention of the medical pro- 
fession to the value of pyelography as an aid to the diagnosis 
of upper urinary tract pathology and their early investigations 
were a stimulus for others to carry on the work, with the 
result that a wealth of valuable data have recently been gathered. 

Pyelography, under ordinary circumstances and in careful 
hands, should not be attended by untoward effects. Accidents 
are invariably due to faulty technic or the failure to observe 
the ordinary common-sense precautions. That severe and even 
fatal results have been reported is universally known. We will 
enumerate a few important findings following the early use 
of pyelography : 

1. Lesions in the kidneys with destruction of renal tissue, seen 
after removal, due to distention with colloidal silver. 

2. Infarcts in the parenchyma, stained with silver. 

3. Wedged-shaped areas of gangrene, and so forth. 

The foregoing findings have been frequently reported and 
were generally due to a faulty technic, or the use of some 
dangerous, granular, opaque media. 

In our work, sodium bromide, 10 per cent., is always used and 
is slowly injected through a small caliver catheter into the renal 
pelvis. We generally inject 5 to 7 Cc. in cases without dilated 
pelvis. If this condition is present, we increase the quantity 
injected until mild discomfort is noted. 

Drainage is imperative and precaution must be utilized so 
as not to injure the pelvic mucosa during the catheterization. 
We endeavor to make bilateral pyelo-ureterograms at one sit- 
ting as patients complain, and justly so, of a second, unneces- 
sary cystoscopy. All cases are injected bilaterally, with syringe 
technic, and in our experience this has been entirely satisfactory. 

We do not consider pyelograph an absolute and final cri- 
terion. It is simply a spoke in the wheel of a complete uro- 
logical diagnosis. We have found, however, that, in the diag- 
nosis and treatment of the following conditions, its value has 
been without question, namely: 

. Locations of renal shadow in the diagnosis of malposition. 
. Ureteral obstruction, kinks and so forth. 

. Pelvic deformity, as a result of renal tumor. 

Renal and ureteral anomalies. 

. Monocystic kidney. 

Hydronephrosis. 

Normal pelvis. 

. Renal and ureteral lithiasis—(Clin. Med., Sept., 1925.) 


Uterine Fibroids 

Remember that the portion of the uterus above the internal os 
is the part principally concerned in gestation. While fibroids 
may be found in the cervix, yet they are more frequently 
found above the internal os. 

Keep in mind that fibroids are benign, though they may under- 
go various secondary changes. 

Remember that they may atrophy at the menopause, or become 
calcified from the deposit of lime and salts. Dilatation of the 
lymph-spaces and cyst formation may take place. 

Remember that submucous fibroids may become pedunculated 
and form what are known as uterine polypi; this variety may 
become infected, and suppuration take place. Remember also 
that malignant changes occur in the fibroid, and we have carcin- 
omatous and sarcomatous degeneration. 

Remember that all fibroids are not large, and that they varv 
in size from a small shot to enormous tumors weighing several 
pounds. 

Remember that they may occur simply, but that they are 
usually multiple. 

Remember that large abdominal fibroids may cause cardiac 
hypertrophy of the left side, and eventually fatty degeneration. 
The liver may also undergo fatty degeneration—Bernays : 
“Golden Rules of Gynecology.” 
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Artificial Light in Otitis Media 

Hollander & Cottle thus summarize an interesting article on 
the subject: 

1. The treatment of otitis media stil! presents a serious 
otologic problem. 

2. The apparatus and the principles involved in their applica- 
tion are important factors in the success of radiant energy 
therapy. 

3. Absorption of radiant energy follows penetration with the 
longer wave lengths. When this energy is absorbed into living 
tissues, it is converted into heat or calories—and this brings 
about an activation of _cellular metabolism—locally over the 
irradiated part, and distally through vasomotor changes that fol- 
low hyperemia. 

4. Radiant energy is best transmitted through clearly trans- 
— glass which yields the maximum effect of deep therapy 
ight. 
5. Radiant energy has been employed early, in cases of scarlet 
fever and measles showing normal drum membranes, as a pre- 
ventive measure against otitis media. 

6. Early treatment offers the most favorable opportunities for 
arresting the trouble and preserving the hearing. 

7. The use of ultraviolet energy in chronic, purulent otitis 
media has given very favorable results. 

8. Fluroscent compounds augment the effects of light rays. 

9. Heroic doses of ultraviolet rays are frequently indicated, 
but should be administered very cautiously. 

10. General ultraviolet exposures are often of great value to 
favor body metabolism. 

11. Quartz rays are destructive. 

12. Light energy causes contraction of protoplasm and acts 
directly upon the blood, increasing thereby its oxygenating power. 
—(Clin. Med.) 


Diet 

One of the older customs has been to keep these patients on 
“slop diet” for the first three days after confinement. In my 
opinion, this is useless and it has been my custom for many 
years to give soft diet until the bowels are evacuated. This is 
usually accomplished during the first twenty-four hours after 
labor by a full dose of magnesium sulphate, followed in 3 or 4 
hours by an enema, when necessary. When the bowel toilet is 
accomplished, they are placed on general diet. 

When this method is followed, he finds that his patients are 

much more comfortable and less troubled with gastrointestinal 
disturbances, distention and other evidences of toxemias, than 
those in which I used other cathartics, two to four days after 
labor. Lactation seems to me to he more quietly established with 
less tumultuous engorgement of the breasts and consequent dis- 
comfort. 
_ Another factor confirming him in following early bowel toilet 
is the elimination of fever during the early days following 
labor. It is a rare event when his patients have a temperature 
above 99 deg. F. 


Spinal Fluid Pressure in Acute Luetic Meningitis 


Charles Allen of Albany, N. Y., says that since it is a well- 

known fact that the central nervous system becomes involved to 
a greater or lesser degree very early in syphilis, one should not 
marvel at the occasional severe case of leptomeningitis resulting 
from spirochaetal infection. Such cases are more striking, due 
to their fulminating character rather than to their frequency. 
All of the very acute cases occur within a few months follow- 
ing the initial sore. The occasional injection of mercury or in- 
travenous salvarsan may delay the acute process a short while 
but regardless of any amount of treatment the severe symptoms 
develop early. 
_ The initial symptoms are characteristic because of their sever- 
ity. The excruciating headache, the lancinating pains in the 
region of the cranial nerve distribution, disturbance in vision and 
equilibrium, deafness,—all are severe from the onset. Headache 
is the most persistent symptom. In the course of hours or days 
the temperature may rise as high as 105 degrees associated with 
chills and marked prostration. It is not uncommon to encounter 
epileptiform attacks soon after the first symptoms present them- 
selves. Without any anti-luetic treatment many of the above 
mentioned symptoms may subside somewhat but never disappear 
completely. 

In such a case, lumbar puncture is indicated and it always 
confirms or reveals the diagnosis. In acute luetic meningit‘s the 
spinal fluid Wassermann is alwavs positive. The cell count may 
be as high as 1,250 per c.mm. The globulin reaction ‘s usually 
strongly positive. On the other hand the colloidal gold reaction 
is not always conclusive. Following the lumbar puncture as a 


(Concluded on page 318) 
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Dr. John W. Shuman 

John W. Shuman, M.D., F.A.C.P. of Los Angeles, 
Cal., has been appointed a member of the board of 
contributing editors of THe Mepicat Times. Our 
readers are fortunate in having as well known a medi- 
cal man as Dr. Shuman, ally himself with this journal. 
He is senior attending physician at the Los Angeles 
General Hospital, visiting physician at the Holly- 
wood Hospital, and medical consultant at the Sol- 
diers Home Hospital in his own city. 

Dr. Shuman first came to the attention of the medi- 
cal public while he was acting as director of medicine 
at the American University of Beirut, Syria. He had 
a most interesting experience there and his writings 
thereon awakened much professional interest. Dr. 
Shuman’s army experience was not inconsiderable. 
He went overseas as a captain in the medical corps 
in December, 1917 and was the chief medical officer 
of General Hospital No. 27, Headquarters S. O. S. 
(Tours). While there he was commissioned major 
and returned to this country in 1919 with that rank. 

He is a graduate of Geneva College, 1906, of the 
Medical Department of the University of Pittsburgh 
in 1910 and was made a Fellow of the American 
College of Physicians in 1920. Dr. Shuman is a mem- 
ber of many medical societies and is one of the lead- 
ing internists in Southern California. 


One of the Perils of Peace 
It is not much of an exaggeration to say that poison- 
Ous gases are more dangerous in peace than in war, for 
carbon monoxide plays a great part in the domestic fatal- 
ities due to the unintentional inhalation of this gas. 
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At this season of the year it behooves every one to 
bear in mind the admonitions of sanitarians regarding 
the perils of the “radiant” type of gas heater. Where 
no provision is made for taking away the products of 
combustion resulting from the use of this variety of 
heater fatalities may be expected to occur. This kind 
of poisoning is especially perilous because its first effect 
is to paralyze the muscles, making it difficult or impos- 
sible for the victim to help himself, although conscious 
of his plight. 

These heaters are extremely dangerous unless set in a 
fireplace with a serviceable chimney. 

There can be no doubt that many minor ailments of 
obscure nature, occurring in the winter time, are due 
to this form of poisoning. But it is as a menace to life 
itself that it is chiefly to be taken into consideration. Due 
precautions must be taken, whether the heater is used 
in a bathroom, a living room or a bedroom, and whether 
it is used for short or prolonged periods. 


Intoxications 

While prohibition has not increased the use of nar- 
cotics, it has not lessened the desire for intoxicants nor 
thwarted the determination to procure them. When we 
say intoxicants we are not referring so much to physical 
agents as to emotional sources of “drunkenness.” 

It is never to be forgotten that even if the attempt 
to deprive the mob of its alcoholic beverages were to 
be completely successful no change would be effected in 
the nervous systems of those who crave intoxication. 
These defectives possess this craving and are relatively 
unfit because of their congenital make-up. Goddard and 
others have shown that alcoholism is not a cause but a 
result of feeble-mindedness. 

Prohibition in no wise prevents our defective classes 
from intoxicating themselves in ways that are even 
more reprehensible than alcoholic debauchery. Their 
emotional instability and low intellectual capacity con- 
spire to make them easy prey for such “rabble-rousers” 
as the bed-sheeted Klan leaders. The rise of the Klan 
has been related to the era of Volstead beyond the 
shadow of a doubt. 

There is undoubtedly a kick in crime. Since the ad- 
vent of prohibition adventure in the criminal sphere has 
been increasingly sought. 

We should say that the more stupid folk find emo- 
tional intoxication provided by such agencies as the Klan 
sufficient assuagement of their needs, while relatively 
brighter defectives swell our criminal ranks in ever- 
increasing ratio. 


A Two-Stage Operation 

While we are fully alive to the advantages of day- 
light saving we have not failed to observe the upsetting 
effect upon children of the too-sudden change of one 
hour in their daily and evening schedule, both at the be- 
ginning and at the end of the daylight-saving season. 
This upset, to which it takes them several days to ad- 
just, with resulting nervous phenomena, could be avoided 
by making the change of one hour in the schedule in two 
easy stages. For example, the clock could be set for- 
ward at the beginning of the season one-half hour on a 
designated day, and an additional one-half hour on the 
seventh day thereafter following. In other words, let 
there be an interval of one week between the two changes. 
At the end of the season the clock could be set back- 
ward after a similar fashion. Of course, such a program 
would have to be generally agreed upon and applied all 
along the line. 

There is no good reason for ruthlessly subjecting chil- 
dren to such radical procedures as daylight saving with- 
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out mitigating the rigors for them of the transition. The 
unhygienic effects of the prevailing method challenge 
denial or any attempt at justification. 


One Source of Economic Loss 


Writing recently in the Long Island Medical Journal, 
a shrewd and observant ambulance surgeon points out, 
anonymously, that a fifth of his cases could as well have 
been treated by private practitioners either in their of- 
fices or at the homes of the patients. He estimates that 
the practising physicians of New York City lost 25,000 
calls last year because the persons concerned received 
free treatment by ambulance surgeons. So many of 
these patients are of the able-to-pay class and so many 


of them deliberately call ambulances in order to obtain 


free medical attention that the resulting situation con- 
stitutes a real abuse. 

This, of course, is simply one more of the innumer- 
able ways in which the medical profession is double- 
crossed economically*all along the line—and one of the 
least serious. 

We are indebted to this highly intelligent ambulance 
surgeon for his interesting revelations. The very fact 
that this type of ambulance surgeon is on the job to-day 
and thinking in such terms gives ground for hope that 
the profession will yet wrestle more effectually with its 
economic problems. 


Vagaries of a Genius 


Bernard Shaw has been making another onslaught on 
the British medical profession in the course of the con- 
troversy over the question as to whether or not Irish 
doctors shall be emancipated from control of the British 
Medical Council. Shaw thinks that a separate Irish 
Council would be just as bad as an English one if con- 
trolled solely by physicians. There should be “the stern- 
est disinterested control.” The Irish Council should 
consist exclusively of representatives of disinterested 
scientific culture and the laity, with physicians in the 
capacity of consultants only. “Of all professions on 
earth the medical profession, consisting mainly of pri- 
vate medical and surgical practitioners who have a direct 
pecuniary interest in making us ill, keeping us ill and 
mutilating us, is one that needs the sternest disinterested 
control, not only in the common interest of the general 
body of citizens but in that of science.” 

The Council’s function is to control education and 
insure proper standards for admission to the profes- 
sion and maintain professional discipline ; in other words, 
to protect the laity against the profession. But the 
Shavian logic places such a medical board in the light 
of an unscrupulous trade-unionism affair and reveals 
a fatal flaw in the man’s intellectual perspective. His 
intelligence quotient is not really so high as we, his ad- 
mirers, have been wont to believe. This conclusion is 
further buttressed by his account of the restoration of 
himself and his wife to health through an osteopath’s 
spinal adjustments, an account revealing nothing but the 
usual psychoneuroses and lacking completely the insight 
that one would expect of a keen mind with decided capa- 
citv for humor. 

It can readily be imagined whom Shaw would like to 
see sitting upon an Irish medical council. 

While Shaw himself is undoubtedly in earnest, noth- 
ing that he says of this sort is taken seriously. This is 
fortunate, because it renders harmless the weird opin- 
ions of a conspicuous figure. England’s sick are not 
endangered by his ravings. 
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Miscellany 


ConpucTED By ARTHUR C. Jacosson, M. D. 


Volsteadism in the Pharmacy 


“The way of prohibition has been a rocky road for 
pharmacy. Retail druggists did not want and did not 
ask for the privilege of dispensing liquor on physi- 
cians’ prescriptions. For months they refused to procure 
permits. Then, in 1919, an influenza epidemic broke 
out and druggists were accused of neglecting their duty. 
Physicians brought pressure and the druggists yielded, 
although not more than one-third of them throughout 
the country have liquor licenses today. 

“What happened next was worse than had been antici- 
pated. Pharmacists, having been made the only legiti- 
mate distributers of liquor, found themselves under con- 
stant surveillance by prohibition agents. They were pun- 
ished for insignificant, technical violations and became 
targets for all who thrive on graft and blackmail. They 
were beset with zealous and sometimes unscrupulous in 
spectors and agents. Their business was pried into. 
They were made the goats of prohibition. 

“Taking advantage of a loophole in the State Phar- 
macy Law, which permitted them to own and operate 
drug stores, many former saloon keepers, ex-bartenders 
and ethers entered the retail drug trade, ostensibly ‘uv 
carry on a legitimate business, but actually to engage 
in the bootleg sale of intoxicating liquors, which, as drug 
store owners, they were permitted to withdraw and sell. 

“The number of drug stores in the State increase: 
enormously with prohibition, until they reached a peak 
of 5,180 in 1922. That year more than 300 violations 
of the Pharmacy law were reported in stores owned by 
non-pharmacists. Drugs of inferior quality were dis- 
pensed on prescriptions and calls for household reme- 
dies. Poisons sometimes were sold instead of simple 
household drugs and mistakes were made in compounding 
prescriptions. Stores were operated without licensed 
pharmacists in charge. Public health was gravely en- 
dangered. 

“Organized pharmacists then secured the passage of 
the state law limiting ownership of drug stores to regis- 
tered pharmacists. This law did not reach such owners 
as were already established, nor did it remove the temp- 
tation that had invited such an invasion. The tempta- 
tion to sell legitimate merchandise at a loss as a means 
of covering extremely profitable sales of bootleg liquor 
still exists. The result is that a few unscrupulous drug 
store owners have advertised standard merchandise for 
sale at retail prices lower than the merchandise can he 
purchased in wholesale lots by the average druggist. 

“‘A cut price war has resulted from this, and the aver- 
age retailer, offering legitimate merchandise at a fair 
margin of profit, finds it practically impossible to make 
a living. The very existence of the small, retail drug- 
gist is threatened by the orgy of price cutting that is 
now on. 

“The public thinks it profits when it buys merchandise 
at lower than wholesale costs, but it mistakes. It mere- 
ly encourages the dishonest pharmacist, who is intereste‘l 
principally in the sale of bootleg whisky and is selling 
other products at cut prices merely to build up a large 
volume of whisky sales. The public can ill afford to 
dispense with the reputable pharmacist, who has at heart 
the high, ethical code of his profession.”—Dr. Jacob 
Diner, President of the New York Pharmaceutical Con- 
ference, 1925. 
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THE TREATMENT OF ECZEMA 
SAMUEL I. Bross, M.D., 
Holloway, O. 


An understanding of the term eczema is decidedly im- 
portant for intelligent treatment of this condition. Un- 
fortunately, to-day the term is used by many clinicians 
for convenience in designating the many confusing forms 
of dermatitis (Adami & McCrae). Or, again, it is re- 
garded.as synonymous with dermatitis (Knowles). This 
would lead us to believe that its pathology offers no 
distinctive features to differentiate from dermatitis. 

Eczema usually begins as a non-microbic, ill-defined 
inflammatory disturbance of the skin. At first dry, the 
reddish patch soon becomes scaly. Induration follows. 
On removal of scales the clear serum will be sten oozing 
out, and the disturbance is then called eczema madidans. 

The local treatment of this condition is both difficult 
and ineffective. After considefable experimentation we 
finally discarded the prescribed lotions and fatty prep- 
arations, after each was tried and found undesirable for 
some reason or other, and adopted the following tech- 
nique, which in most cases yielded brilliant results : 

After the patient’s physical examinationis carefully 
recorded a search is made in the hope of discovering 
the etiology. In most cases it is obscure in the extreme. 
A suitable diet is carefully outlined and cascara sagrada 
(bitter) prescribed. The attention of the patient is next 
directed to the necessity of avoiding the use of water on 
the eruption. After enlisting the patient’s co-operation 
a topical application is made. 

With sterile gauze and 65 per cent alcohol all scales 
are carefully removed. The surface, although clean, 
will within a short time exhibit clear serum, which may 
completely cover the surface and the surplus drop like 
tears. These might well be designated the tears of ec- 
zema. 

Using a hot air blower, such as dentists commonly 
employ, and a sterile sponge, the patch is dried and im- 
mediately covered by a 5 per cent aqueous solution of 
mercurochrome-220 with the aid of a glass applicator. 
Care should be exercised that the surface is dry and 
application even. | When the hot air blower has dried 
the surface, as it will in a remarkably short time, a second 
coat is applied. This procedure should be continued 
until the skin under the layers of the dye shows a dis- 
tinct tanning. The patient is directed to return in two 
days (sooner if there is oozing of serum), when the 
same technic is followed. 

Usually four or five applications cause a scaling of 
the eczematous area, with the disappearance of the in- 
duration and the return to normal function. 

Advantages of this method are: Secondary infection, 
often a troublesome factor, is usually absent. The re- 
pair of the tissues, unhampered by the exudative proc- 
ess, proceeds more rapidly. 


The Law Courts 
(Concluded from page 302) 


Thus, if the Missouri case had arisen, instead of in the 
office of a local country physician, in one of the large city 
buildings tenanted chiefly by medical men, all equipped 
with the latest modern devices and apparatus, then the 
doctor’s failure to use an x-ray and so forth for deter- 
mining the nature of the injury to the arm would prob- 
ably have been negligence, warranting damages. 

Which means, doctor, that if you are practicing in a 
community where the profession is advanced and mod- 
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ernized, you are in peril of a lawsuit if your equipment, 
means and methods are not as up-to-date as the other 
fellow’s. 


A physician in Kentucky was the owner of certain coal 
land and the miners’ shacks on it. He leased this land to a 
coal company, says the court, and as part of the lease it 
was stipulated that he should be physician for the mine 
at a regular monthly salary. This arrangement was car- 
ried out for some time; then the doctor moved away and 
was gone for a year. The coal company got another 
physician in, whom it paid by charging the cost of his 
services to the miners and deducting his bill from their 
pay. 

Then the first doctor—the lessor—came back and want- 
ed to resume his work for the mine. The mine people 
said he could if he would accept his pay as his successor 
had accepted it—that is by deductions from the miners’ 
wages. But he wanted his regular salary monthly from 
the company. The court said he could not have it—that 
a physician’s contract of this character is a personal one, 
calling for continuous service, and that the doctor had 
breached it by moving away. Judgment for the mine 
company. 


The 1923 Illinois Medical Practice Act has stood the 
fire of a chiropractor. He appears to have been refused 
a license because he lacked the educational requirements 
of section 5 of that act. The court held the state had a 
right to demand such requirements and sustains the act 
in this respect. 

Congratulations, Illinois! 


Aim of the Medical Student 
(Concluded from page 292) 


Lately I heard a physician ascribe a paralysis in 
one of his patients to dyptheria antitoxin, ignoring 
the fact that such sequela are common as a result of 
the disease itself. This physician and many like him, 
have not been adequately prepared by their medical 
course to investigate and know the facts before mak- 
ing such statements. Similarly pus would have con- 
tinued to be considered a laudable thing had the op- 
posers of the theory of sterilization, succeeded in their 
efforts to retain the old ideas. 

The simple saying of 2 plus 2 equals 4, is easy, but 
an intelligent person sees beyond these symbols, 
argues, balances, examines, and demands proof be- 
fore he accepts it as a fact, so the physician who takes 
something as truth because it has been so considered 
for centuries, without examining, experimenting and 
verifying it, is not a doctor in the full sense of the 
term, but a piece of driftwood, washed aimlessly 
about as the current wills. Such is the teacher who 
gives his students the teachings of predecessors with- 
out verifying them, and by so doing limits the in- 
telligence of his pupils depriving them of initiative 
to think for themselves, and does more harm than 
good. 

We can recall when the dazzling, glistening gold 
crowned tooth, (especially those which would sparkle 
while talking or smiling) was something highly 
coveted by the patient, and enthusiastically advised 
by the dentist. Not so long ago searchers after 
knowledge discovered that these crowns became cul- 
tures of harmful bacteria. And with the absorption 
of those toxins many ailments would arise, their 
origin remaining vague to both doctor and patient. 
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In this connection the attractively presented, wide- 
ly advertised, and commercialized surgery may be 
cited and condemned which inflicts a wound or re- 
moves an organ with no other indication than hand- 
some fee. 

To such things must the attention of the medical 
student be directed, for many of those heritages of 
the past, such as miraculously compounded “Shot- 
gun” prescriptions, and ostentatiously derived large- 
worded but meaningless diagnoses have gone to 
pieces, their places taken by facts proven by experi- 
mentation. 

There still remains a multitude of theories handed 
to us from ages and decades past, these require ex- 
perimentation and investigation and will eventually 
be proven false and rejected, or true, and retained. 
This may seem to be comparatively too laborious and 
difficult but always have great achievements in any 
work been made by tiresome, painstaking toil, and 
thorough scientific investigation. 


Suite 820, Westlake Professional Bldg. 
*A talk to A. U. B. Medical Students and their friends, October 10, 


1922, translated and published in the Arabic in “ALKULLIYEH” Vol. IX, 
No. II, Dec., 1922.” Translation by Geo. B. Khayat, M.D. 


The Napanoch Plan 
(Concluded from page 296) 


Dr. Thayer has said that at least 80 per cent of criminals are 
mentally unstable. This seems a high percentage, but Dr. Thayer 
has had many years of experience in this work, and from what 
I know of him he is not given to rash statements. So there is 
probably a large unstable group among criminals, not quite insane 
but not normal. What are we to do with them? One reasonable 
thing to do is to make individual studies. We cannot handle 
these criminals in groups. If we are to study an individual we 
should make a thorough study; what has he done that is wrong, 
his early history, his present environment. There should be a 
psychological study of his mental trends, for often his disturbed 
conduct is caused by a psychopathic state which takes him out of 
adjustment with life and results in his ill conduct. 

What is the practical application of this knowledge? Dr. 
Thayer recommends a different procedure than now in vogue 
with criminals. He believes that after establishing the innocence 
or guilt of an individual, the latter should be referred to a scien- 
tific commission for study. The commission should be appointed 
by the state. They should study the prisoner as to his mental 
background and his mental makeup, and then should send their 
recommendations to the court. The court should then fix an 
indeterminate sentence so that the man can be held indefiniteiy 
if he were so unstable mentally as to warrant it. Dr. Thayer 
at Napanoch has appointed a psychiatrist and a psychologist and a 
man with some practical experienced social work, and these 
make an individual study of each case. Then a staff meeting is 
held and recommendations for the future of this individual are 
made. That is, whether he should be paroled and what occupa- 
tion he should be put to. 

I feel that this is a fine start from the scientific approach to a 
very difficult problem. Something will have to be done along 
these accepted scientific lines, and it is for this reason that Dr. 
Thayer’s plans should receive careful study. 

Charles E. Manierre, Esq.: I believe the importance of the 
plan Dr. Thayer is advocating will grow on us as we think it over. 

We should give a moment’s thought to the energy which was 
expended in putting through the Mental Deficiency Law in 1919. 
It is one of those pleasant laws to consider in that it seems to be 
good for everyone,—good for the people because it will tend to 
diminish the volume of crime, and also good for the subject who 
is detained and given a training which permits him to take a 
better hold on life, and it is betteer for the one who is continu- 
ously detained because he is not fit to be out in general life and 
is incapable of leading a satisfactory life in perfect freedom. So 
the law is good all around, and if Dr. Thayer can succeed in 

taking in a larger element we shall be there to applaud and 
perhaps render some assistance. I do not know how he feels 
about Judge Olsen’s court in Chicago whose investigations re- 
vealed the fact that 80 per cent of criminals needed to be perma- 
nently detained. If that is so, by all means let us arrange to 
detain all those who require it. A criminal at large costs the 
state about $8,000 a year, four times what many workers consider 
an adequate wage. 
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In listening to Dr. Thayer’s paper the main thing that occurred 
to me was this: He states that a mental deficient would never get 
into the clutches of the law if he had a proper environment in 
his early life, and that is a matter that touches all of us; because 
his parents do not give him that environment the public should 
do that. A small mental equipment combined with a proper 
bringing up would save these individuals from drifting into the 
clutches of the law. 

One of the ancient prophets emphasized this fact in saying 
that there was a right way of passing through life which was so 
plain and so easily followed that the wayfaring man though a 
fool need not err therein. In the last analysis it is character 
and not mental ability which is taken into the count. 


Physicians Position in Medical Legislation 
(Continued from page 301) 

Dr. Eden V. Delphy: We are seeking the truth in this case, 
and in endeavoring to determine what is the truth, it is impera- 
tively necessary to keep an open mind, to carefully collect and 
collate all the facts bearing upon the subject; to weigh their 
effects toward each other amd upon the subject under discussion; 
and to carefully examine and consider what such or similar 
measures have done for the states which have them on their 
statute books, and what bearing they have upon the question 
involved; and finally presenting them for the examination and 
consideration of the persons most interested—the rank and file of 
the medical profession. 

In so doing there must be no misrepresentations, no suppression 
of facts, no specious arguments, no refinements of logic, no sub- 
terfuges, no evasions, no acceptations of the ipse dixits of per- 
sons occupying exalted positions, no giving way to the influence 
of heated and impassioned oratory, and above all there must 
be an equal opportunity for presentation of both sides of the 
case in the official publications of the Society as well as in the 
Societies themselves in order that both sides being equally and 
fully presented, the members may be in a position of being able 
to carefully study the subject and come to a just conclusion of 
the merits of both sides of the case and therefore form a just 
conclusion. 

In our opinion, the annual registration (re-registration) of 
physicians is unnecessary, ineffectual, unjust, and dangerous. 

Sec. 160 of the Public Health Laws very clearly and suc- 
cinctly defines the practice of medicine. 

According to this statutory definition, does a chiropractor 
practice medicine illegally when he is not a licensed and regis- 
tered practitioner of medicine according to law, and when he 
offers to treat all diseases from small-pox and large-pox to 
appendicitis and corns? The Appellate Division of the Supreme 
Court in the case of People v. Elllis (162 App. Div. 288) said 
in 1912: He, therefore, was guilty of the misdemeanor of prac- 
ticing medicine without a license or being registered under the 
Public Health Law. The New York State Health Commis- 
sioner stated at the hearing before the Committee on Civic 
Policy on February 18: 

“The present law is good, but the mechanics of its enforcement 
is bad. There is something the matter with the tools.” 

Speaking before the American Law Institute on the 23rd inst., 
Charles E. Hughes, late Secretary of State, said: 

“The great duty of the hour is not to make law, but to enforce 
law, . . . and to maintain by enforcement respect for law.” 

I entirely agree with both speakers. We need less law fac- 
tories and more competent law enforcers. 

It is and will be ineffectual. There are two States in the Union 
having annual registration laws—Connecticut and Louisiana; 
and I quote from a lettter received from the Commissioner of 
Health of the State of Connecticut, which has a population of 
1,380,631, with 1,727 licensed physicians, and which has had 
an annual registration law in effect for the last five years, and 
which as the result of the recent investigations and prosecutions 
has revoked the licenses of 173 of its physicians. 

“The discovery of illlegally qualified men was chiefly because 
of the increase of the number of men examined by the Connec- 
ticut (Eclectic) Examining Board.” 

“The annunal registration of physicians has nothing to do 
with the present prosecutions, these being two separate ques- 
tions. The annual registration is entirely confined to the address 
of physicians.” 

In the states having annual registration laws, very litttle 
or no help, aid and assistance have been afforded in the de- 
tection and prosecution of illlegal practitioners by annual regis- 
tration laws as such, as they simply afford an annual list of 
legally qualified practitioners, whose location may be correct 
at the date of the issuance of the “list,” and a little money 

_ to finance the enforcement of the laws. The main elements 
in the enforcement of these laws consist in the removal of the 
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enforcement from local influences and politics; the appointing 
of inspectors to get evidence, etc.; and in constituting each 
licensed practitioner a “Committee of One” to assist the proper 
officials in such enforcement. 

We have been told that there are so many illegal practitioners 
in this State that it is a scandal, and that if we do not “clean 
house” it will be cleaned for us. But it is not our house that is 
unclean, as these illegal practitioners are not of our household— 
they are entirely outside of our walls. They are pestiferous and 
dangerous crooks and we shall be only too glad to have them 
annihilated—and they would be if the present medical laws were 
properly and efficiently enforced by those whose duty it is so 
to do. It may be that there are a few physicians who have so 
far forgotten their manhood as to not fully live up to the tra- 
ditions of our beneficent and respected profession, but if so, their 
number is so small by comparison as to be almost microscopical 
and therefore negligible; while the illegal practitioners are 
numerous and their names are blazoned abroad with signs in 
their windows, on their doors, and in other prominent places in 
enormous numbers. 

The chiropractors alone, listed in the Classified Telephone 
Directory, known as the “Red Book,” of Manhattan and Bronx, 
number 527; in Brooklyn and Queens, 397, making a total oi 
924 in these four counties alone. Their signs stand out so 
strongly and plainly that they cannot be overlooked. 

Does anyone for a minute suppose that these fakers, one of 
whom has an office within half a block of this building, will be 
automatically convicted and put out of the business of practicing 
medicine as soon as the proposed bill is enacted into a law? 
That “the matter would, be brought to the Attorney-General and 
the imposter turned out” immediately? Do you not know that 
it will be necessary to prove in court that they are illegally prac- 
ticing medicine, just as it is necessary now? What good then 
willl annual registration be toward stopping these people from 
practicing medicine illegally? They are the largest number of the 
misdemeanants under the Medical Practice Act, even though the 
New York City Health Commissioner has listed 55 other varieties. 

The great danger is that the proposed annual registration law 
is only the frame for a picture which is to be partly painted now 
and more fully filled in later. Once enacted the law may be so 
amended as to be far more exacting, onerous and dangerous to 
our rights and privileges, just as the Workmen’s Compensation 
Law was amended in 1922. 

John B. Dyer, Esq.: I hardly think we can blame Mr. White- 
side for the Karle Dunmore Bill; in it he has removed from past 
legislation many of its vicious tendencies and has therefore pre- 
sented as harmless a bill as was possible. The idea of State Reg- 
istration is not new; it is a panacea for all the evils besetting the 
medical profession. The bill is beautifully drawn, from a tech- 
nical standpoint, but when it comes down to examining the prac- 
ticability of the bill, it offers nothing more than you have today, 
insofar as the average physician is concerned. It provides for 
re-registration of the physician and, second, for prosecution of 
certain forms of chirapractic. The bill is aimed at chiropractors. 

So far as re-registration goes, examine the bill. Registration 
in practice made this a valuable thing, acquired after many years 
of study. Miany men acquired a license to practice medicine after 
giving years of study. Then they had something that is granted 
and protected by the State. It cannot be taken away without 
a trial. 

a have won it, earned it, posssess it. Why should you play 
with it! 

This bill won’t help the physician to make a living. If the aver- 
age man earns a living the economic question is of some value 
and there is no reason why it should be touched in any way. 

The law provides for annual registration. Any licensed phy- 
sician who has failed or neglected to register is subject to civil 
penalties of $1 for each day he practices, and if they continue 
for more than 30 days the penalty thereafter shall be $5 per day, 
said penalty to be recovered by action of the Attorney General. 

he question of what constitutes willful neglect has to be deter- 
mined but the penalties are recovered by civil action. 

You know what the penalties of a civil action is to-day when 
you have to go to the municipal court. You have to meet the 
expenses of your own lawyer and it is not only a penalty of 
money, but the accumulating fees present expenses in addition to 
loss of time. 

Why should you assume it? You have your license. To get a 
correct list of registered physicians in the State of New York? 
In addition to what Dr. Delphy read to you the provisions of the 
law at the present time are very clear. A training in officership is 
an education, as Dr. Wightman said, and I want to pay my 
tribute to the good sense and intelligence of the men who have 
worked for the County Medical Society, carrying on the general 
welfare of the medical profession. 

However, the men who wrote the Medical Practice Act had 
every idea that is in the Karle Dunmore Bill and the present 
medical registration covers all needs. If there is unlicenced 
Practicing of medicine, some of it is your own fault. You have 
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been too penurious. Some of the conditions of the Dunmore 
Bill give civil penalties for chiropractors which are to-day for- 
bidden by law. 

The trouble is not with the courts but with the enforcement 
of the law. The trouble is not with the present law and amend- 
ing the law will not change conditions for the better. If the 
medical man does not see that the law is enforced nobody is 
going to do it for him. You may change your methods of regis- 
tration but unless there is insistance upon prosecution it will 
make little difference. 

Chiropractors are not the only ones who practice medicine 
unlawfully; why limit it to them? When you count the un- 
licensed practitioners of medicine there is an almost negligible 
percentage in this state. The bill in question gives the practicing 
physician nothing he has not got at the present time except that 
it gives registration over to the State of New York, which the 
physician does not want. 

f I have criticized the Karle Dunmore Bill, as I understand 
it, or the idea it contains, I want it understood that I do not 
criticize the motives or intentions of the men who present it. 

Dr. Henry W. Berg: This means unlicensed registration. 
Give the legislators an inch and they will take the whole arm. 
One must stop to think of the dangers of passing a bill of that 
kind, and I speak for the medical profession when I say we will 
not stand for it. 

A Speaker: As a chemist it is incomprehensible to me why 
there should be such fury about registering doctors. The engi- 
neering profession have to pay a fee of $25 for registering and 
it is done without a protest. The first consideration is not the 
physician but the public, and the public trust to the state to see 
that the man he calls in when he is ill is competent. The idea 
of annual registration is to shut out the man who is not quali- 
fied to practice and to enable his easy identification. I think the 
opposition to this bill is ill founded, for I think the public will 
be protected by it. If the bill is viewed dispassionately it will be 
found to be a good one. 

Dr. L. W. Zwisohn: The lay person can have no idea what re- 
registration means for the medical man. I will never vote for 
this bill. As a medical man practicing since 1888 I can give you 
many sad instances of what it means for medical men when 
laymen put a foot in their affairs. Congress passed the narcotic 
bills because they said doctors were making people addicts by 
giving them morphin. We have a Board of Health and most 
doctors are members of the County Medical Society and the rules 
governing these are sufficient to make the people satisfied that 
they are receiving competent treatment when one of the physi- 
cians is called on in time of illness. 

Mr. Whiteside: I have not felt so stimulated in a long while 
as I do now after listening to this varied and interesting discus- 
sion. I feel now as if I were really beginning to take an interest 
in this subject. In an outspoken clash of opinions the real 
truth is apt to manifest itself unmistakably. I am the attorney 
for the State Medical Society, the members of which have voted 
85 to 90 per cent for this sort of a bill and I have done my best 
to carry out their suggestions. 

There are many men who are doing considerable thinking on 
this subject, and there are a few who are weak kneed. You don’t 
treat a case of illness by getting excited; you don’t perform a 
surgical operation when you are all worked up. 

It is a mistake to think a man can think clearly when he allows 
his emotions to control him. The great trouble with the attacks 
upon this bill is that they have been emotional; consequently a 
very poor case has been made out by those opposing it. I have 
listened to the discussion with great interest, but I feel that no 
advantageous point has been made against the bill. I trust no 
one will go away with a false idea of security in the possession 
of a license; it is subject to revocation. 

I have known physicians under many circumstances; I have 
probably defended more doctors than any other lawyer in New 
York, and I can tell you, when you are talking about the medical 
profession, that it is made up of human beings with the weak- 
nesses as well as the glorious characteristics of all mankind. 

My only idea in forming this bill has been to present the medi- 
cal profession to the public at large in its true light, so they will 
respect and support it. 


Testicle and Blood co, 


In the normal rabbit which had been fed on the powdered 
testicle of the ox the blood CO, contents increased and the blood 
CO; dissociation curve became higher. The same results were 
observed, though more slight, in the castrated rabbit. When 
the castrated rabbit had been fed on the powdered ox testicle, 
the opposite was proved to occur. Thus the author observed a 
similar result in the thyroidectomized and the castrated rabbits, 
regarding the CO, contents of the blood, although the former 
had a more marked manifestation than the latter—Cenit. Med. 
Jour., Japan.) 
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Non-Medical Contributors to Medical Science 

After a retrospect of the history of medicine we come to the 
realization that many of the great—in fact some of the very 
greatest—contributions to this science were made by outsiders— 
individuals who were not physicians at all. Even in the period 
of antiquity we find practically the only work on medicine among 
the ancient Greeks was written by one who was neither a medical 
man nor a Greek—Aurelius Cornelius Celsus, a Roman gentle- 
man of letters, who was “ignored by the Roman practitioners of 
his day.” Who those Roman practitioners were, even we have 
no means of finding out, but of the arts which they practiced 
and the state of medicine at their period, we have—thanks to 
Celsus—a very complete and vivid picture. 

With the destruction of the ancient world, medicine shared 
the fate of all the other arts and practically disappeared, but in 
the seventeenth century we find it emerging from obscurity with 
the general awakening of the Renaissance, and can observe the 
laying of the foundations of our modern science. 

Of the many who contributed to this foundation, to none do 
we owe a greater debt than to Antonj van Leeuwenhoek, son of a 
Dutch brewer, who devoted the leisure secured to him by his 
father’s wealth, to the study of natural history and the grinding 
of lenses, which resulted in the production of the microscope and 
the making of “many discoveries of capital importance to medi- 
cine. 

Leeuwenhoek was the first to describe the spermatozoa; gave 
the first complete account of the red blood-corpuscles ; described 
the striped character of voluntary muscle, and the structure of 
the crystalline lens; was the first to see protozoa under the 
microscope; found micro-organisms in the teeth, giving for the 
first time accurate figurations of bacterial chains and clumps, 
as well as individual spirilla and bacilli; and demonstrated the 
capillary anastomosis between the arteries and veins, which Mal- 
pighi had already seen in 1660, without attaching much import- 
ance to it. “It was Malpighi’s discovery and Leeuwenhoek’s 
thorough work on the capillary circulation,” says Garrison, “that 
finally completed Harvey's discovery.” 

In the eighteenth century we behold another great scientific 
awakening in which medicine shared, and laymen again played 
an all-important part. “Electro-physiology had its origin in the 
epoch-making experiments on muscle-preparations summarized in 
1792 by Luigi Galvani of Bologna, whose discovery of the elec- 
tric properties of excised tissues, which he happened upon in his 
laboratory by sheer accident, is the starting-point of modern 
work.” Galvani’s contribution was reinforced by that of Ales- 
sandro Volta, and the names of these two men are still com- 
memorated in tools which come almost daily to the hand of the 
modern physician. 

The theory of respiration, though actually expounded by a 
physician, was only made possible through the discoveries of 
Joseph Black, the Scotch chemist, and Joseph Priestly, the Eng- 
lish clergyman, who isolated the gase composing the atmosphere ; 
and the astromoner Laplace, who demonstrated that respiration is 
analogous to combustion. Priestly’s discovery of nitrous oxide 
gas was the first step leading up to the possibility of surgical 
anesthesia. 

Fifty years later the modern practice of laryngology with all 
its technical ramifications of bronchoscopy and so on, were made 
possible by the inventive genius of Manuel Garcia, a Spanish 
singing-teacher resident in London, when in 1855 he showed to 
the Royal Society the model of what is now known as the 
laryngoscope. 

It was ten years later that Gregor Johann Mendel, an Augus- 
tinian monk, announced the discoveries leading up to the estab- 
lishment of “Mendel’s law,” which revolutionized all those as- 
pects of medical science which have to do with the variation of 
species and the laws of heredity. In this same connection, the 
work of the English gentleman-biologist, Charles Darwin, must 
be accounted among the great contributions to medical science. 

Coming closer to our own time we find the immortal name of 
Louis Pasteur, the French chemist, whose achievements need 
no recalling to anyone who is even remotely connected with any 
branch of medicine; and of Elie Metchnikoff, the Russian biolo- 
gist, whose discovery of phagocytosis made possible the practice 
of vaccinotherapy, this being only one of his valuable contribu- 
tions to medical science. 

Of our own day are Wilhelm Conrad Roentgen, who revo- 
lutionized diagnostic methods by his discovery of the .r-ray, and 
provided many other invaluable aids to medical practice; and 
Marie Curie, the discoverer of radium, Polish by birth, French 
by adoption and marriage, whose contribution bids fair to prove 
one of the greatest therapeutic agents ever known. 

While these are but a few of the prominent contributors to 
medicine who never attained a medical degree, they yet serve to 
show how great is the debt of that science to those upon whom 
she never placed her official seal of approbation. 

It will be noted that none of these names are those of Ameri- 
In this country the medical profession as a body, reso- 


cans. 
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lutely withholds its approval from anything put forward by 
those not having the right to write M.D. after their names. In 
England three months ago, Mr. Barnard, a man whose vocation 
is that of a hatter and his avocation microscopy, was hailed as 
an equal partner in what is hoped will prove one of the greatest 
medical discoveries of the age. His article upon the results of 
his work occupied the front pages of The Lancet, the oldest and 
best known medical journal published in the English language. 
In this country such a state of affairs is unheard of. No medical 
man would for a moment consent to have his name bracketted 
with that of a layman, or permit him an equal share of credit 
for any medical discovery. 

A case in point is that of O. Boto Schellberg of New York. 
Being impressed with the marked absorptive and excretory powers 
of the ileo-cecal region of the bowel, he reasoned that the cecum 
—hitherto but little regarded—is actually a most important part 
of the digestive system. His researches in this direction led 
to the discovery of the peculiar function of the taenia coli muscles 
and their ability to raise the cecum in the right side. 

These discoveries have an especial value in view of the modern 
prevalence of appendectomy, a procedure all-too frequently re- 
sulting in post-operative adhesions, which tend to lessen or abol- 
ish this muscular action which plays such an important role 
in intestinal peristalsis. 

The outcome of Schellberg’s researches was the development 
of an apparatus and technique of colonic irrigation which en- 
ables him to catheterize the colon, introducing medication if in- 
dicated, eradicating infection, and by carefully graduated pres- 
sure, breaking up adhesions and restoring the normal motility 
of the bowel. These investigations demonstrated that the sig- 
moid is coiled into loops by muscular action, these loops forming 
on the left side, so as to shorten the colon’s length, and in this 
way carry forward the residual content of the excretory canal. 


These observations on digestive and excretory function, and 
the development of the technique of treatment, both by irriga- 
tion and medication, constitute one of the greatest contributions 
made to medicine in recent years, for there is hardly a depart- 
ment of therapy to which it may not be advantageously applied. 
It is now very generally recognized that many drugs may be 
much more effectively and safely applied directly to the cecum 
from below than when given by mouth, their effect being greatly 
modified if they are first subjected to gastric action. 

Being financially unable to carry out his desire to study medi- 
cine, Schellberg began his career as a bayman in the United 
States Navy, and it was while an attendant in the ship's hos- 
pital or “sick-bay” that he first conceived the idea which he 
later developed into his comprehensive system of colonic therapy. 
When he could not relieve his patient—an assistant surgeon sut- 
fering from what later proved to be a cancer of the rectum— 
with the ordinary Davison bulb-syringe, which was all the 
equipment at hand, Schellberg instructed the ship’s blacksmith 
to make from lead pipe a nozzle about ten inches long, and 
with this the young bayman was able to pass the irrigating fluid 
beyond the rectal obstruction, and then, detaching the syringe, 
to permit the accumulated gas and feces to escape through the 
tube. From this crude beginning the present finished technique 
was developed. 

Despite the fact that he has never received a medical degree, 
Schellberg has devoted years to the study of anatomy, phy- 
sics, bacteriology, chemistry and materia medica. When he had 
mastered the comparatively small amount of physiological data 
available concerning the colon, he set out to observe for himself 
by dissection and investigation upon the cadaver, by «x-ray ex- 
amination of the functionating colon, and by every other possible 
means, the exact mechanical properties of this organ, its re- 
lation to surrounding structures, and its functions under both 
normal and pathologic conditions. From the outset his work 
has been carried on in conjunction with medical men in good 
professional standing, every patient remaining under the direct 
charge of his particular medical adviser; yet today, it is only 
by constant effort and watchfulness that Schellberg is able to 
keep the therapy out of the hands of quacks and charletans, and 
to prevent the use of his apparatus by irregular practitioners, 
whose only idea is to debase it to a mere money-making scheme, 
with no consideration for the advancement of medical science, 
nor of making any definite contribution to human welfare and 
happiness. 

And in the main, he has worked alone and unaided by formal 
recognition from many of the men who have most profited by 
the fruits of his labors, having often to contend with unreason- 
able jealousy and suspicion. Yet he has found also that there 
are many men of high altruistic aims who place the advancement 
of their chosen profession beyond the mere quibble of reserving 
credit for medical discoveries for those who have attained to 
formal medical degrees, and are willing to accord full justice to 
those who have actually made noteworthy non-medical contri- 
butions to medical science. 
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Correspondence 


The Proposed Medical Practice Act 


To the Editor of THe Mepicat 


You have a copy of the act, or should have. It provides (170, 
subdiv. 2) one Re-Registration at $5. The addition of only 
four words “AND EVERY YEAR THEREAFTER” either 
now or a year hence when we are lulled into a sense of fancied 
security, would make it perennial. The Socialized Medicine ad- 
vocates want just that and it would be a silly Political Party 
that would object to imposing upon the Doctors $5 per Annum 
for an extra Deputy Attorney General, Clerks, Stenographers, 
etc., when just these four words would do it. What force will 
your objection have THEN if you surrender your security 
NOW? 

There is a Commission on Discipline (Sec. 175) with power 
to suspend revoke or annul your License. ‘ For What? a Mis- 
demeanor, a Felony, fraud, deceit . . . or . . . violation of the 
Code of ETHICS! (Sec. 174) A Bar Association may censure, 
suspend or expel from MEMBERSHIP for violation of the 
Canons of Ethics (so can we as a County Society) but to dis- 
bar it must submit charges to the Appellate Division of Five 
Judges of the Supreme Court; the Commission on Discipline, 
however, is not a Judicial Body, is not bound by the Laws of 
Evidence and their judgment as to weight of evidence is not 
disturbed by the boasted “protection of the Doctor’s Day in 
Court,” to wit—an “Order of Certiorari” because, before con- 
sidering the merits of the case, the victim must show, as a Con- 
dition-Precedent, one of three things:—(a) that a clear wrong 
has been done; (b) that Jurisdiction was lacking; (c) that a 
Constitutional right has been violated. The power contained 
in the Bill negatives the first two and a decision of the U. S. 
Supreme Ct., in 1883 negatives the third—your License is not 
a Right but a Privilege, subject to that degree of Police Power 
of the State which YOU permit or the People ordain by 
Statute. 

The Lawyer can not be disbarred unless his personal conduct 
is so bad that it embarrasses the administration of Justice or 
his conduct in the Professional relation violates definite Canons 
every one of which is Law, in rem or in personam. The satis- 
faction of a private grudge under this bill, however, can con- 
vert a venial infraction of Ethics into a mortal offence and 
earn the same punishment (revocation) that could be inflicted 
for killing your cook. 

“Equity follows the Law” and the Law gives the Power 
and the jurisdiction, to whom? Ten non-judicial Medical promi- 
nents ! 

The Dentists and Nurses, in good faith submitted to re- 
Registration. Here is how they were tricked—Under any set 
of circumstances within the realm of fact or fancy, ranging 
from an application lost in the mails to a received-application 
maliciously destroyed by a personal enemy employed in the 
Board of Regents . . . whereby “a name fails to appear upon 
the printed list of Registrants” such person “becomes an illegal 
practitioner and his license may be suspended or revoked UN- 
LESS his explanation is SATISFACTORY to the Board of 
Regents. The absence of the word “reasonably” before satis- 
factory makes a Writ of Mandamus worthless; a Court can 
not acquire jurisdiction over the n-th degree of discretionary 
power. 

“Surely our distinguished leaders would not lead us into 
such a trap?” say you? Consider the Dentists. Consider the 
11th hour Amendment to the Carroll-Lattin (1924) Bill which, 
if enacted, would have admitted every Chiropractor in the State 
without examination or qualification. An Assistant State Com- 
missioner of Education and an Attorney General endorsed that! 
Consider the warning of Thomas Jefferson, one of the founders 
of this Nation:— 


‘It would be the greatest delusion were we to let confidence 
in the men of our choice silence our fears for the security 
of our rights. Confidence everywhere is the parent of 
despotism. True government depends upon jealousy, not 
confidence.” 

_Consider the opinion of John Marshall, Chief pestis of the 
S. Supreme Court (1837) in Brown vs. Maryland— 
“Questions of power do not depend upon the degree to 

which it MAY be exercised. If it may be exercised at all, 

it must be exercised AT THE WILL OF THOSE IN 

WHOSE HANDS IT IS PLACED.” (capitalization mine.) 

I shall have introduced in the Legislature a Bill which will 

solve the illegal practitioner situation and leave the Ethical 

Ouse-cleaning where it belongs—in the County Society; it is 

Sec. 270 of the Penal Code so amended as to enable the au- 
thorities to punish any person who HOLDS FORTH AS A 
EALER or practices medicine without a license, just as Sec. 
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270, now, provides punishment for one who HOLDS FORTH 
AS AN ATTORNEY or practises Law without authority. 

The Asst. Commissioner of Education said to me, Jan. 
1925, that he checked up, in several days the names of 10,000 
persons, submitted to him by an Internal Revenue Officer, as 
writing Prescriptions for alcohol under the Volstead Act. 

That is 10/17th., of the Medical population of the State. 
The American Association for Labor Legislation (1919) made 
this threat in my County (Kings) :— 

“If you refuse to help make operative Compulsory Health 
Insurance, if passed, your licenses to practise medicine will 
wae STAT from you UNDER THE POLICE POWER OF 

ST 
ms ni this Re-Registration? The State or the Up- 
liter! 

Remember, please, a State Insurance Fund Monopoly Bill, 
in the last three Legislatures, if enacted, would have put every 
bit of Compensation Law work in the hands of ONE fund and 
made necessitous a PANEL OF PH'YSICIANS to make oper- 
ative its Repair Department for the care of the injured em- 
ployees of the 70,000 factories in N. Y. State and of the dis- 
tributors, middlemen and consumers of the products of those 
factories. Political control of the Profession through re-Regis- 
tration and far-reaching coercive power of suspension or revo- 
cation would insure such a PANEL. 

Kill this proposed Bill in your County Medical Society and 
get behind the amendment to Sec. 270 of the Penal Law (supra). 
Then clean house and develop the power of Organized Medical 
Citizenship in your County Medical Society that will make 
a District Attorney play the game. Our County Medical So- 
ciety and our District Attorney are playing the game, now. Fill 
our hand with the amendment to Sec. 270 of the Penal Law. 

An ounce of Prevention is worth a pound of Regret. 

Joun J. A. 
405 Union Street, Brooklyn, N. 'Y. 


Reed Convalescent Home 
(Concluded from page 298) 


The rooms are adequately equipped with toilet facilities, are 
cheerily furnished, and the entire building is flooded with sun- 
shine during the Fall and Winter months. No money has been 
spared to render the Reed Home the most delightful place for 
those convalescing from illness, or desiring surroundings such 
as could be given them. 

There are accommodations at present for 15 guests, but doubt- 
less when the advantages of the Home are knwon, physicians 
who wish their patients to have the best of country air and 
food, with milk from a tubercular tested herd, water from a 
never failing spring on the property, and with quiet and all to- 
gether delightful surrounds, the Trustees will find it necessary 
to add more roorfis. 

The prices range from $40. to $60. per week for room and 
board. 

Mr. W. Boardman Reed, of New York and Carmel, N. Y., 
is President of the Trustees, Mr. E. Morris Stiger of New York, 
Vice President, and Doctor C. P. Bennett of New York and 
Brewster, N. Y., is Treasurer. These gentlemen will if inter- 
ested, give further information regarding the Home. 


The Mother’s Food Protects Her Baby 

The mother stands between her baby and nutritional disaster, 
says Dr. Dorothy Reed Mendenhall, of the Children’s Bureau, 
U. S. Department of Labor. During pregnancy and the nurs- 
ing period the material to build the baby comes either from 
the mother’s food or from the stores she has accumulated in 
her own body. In case of food shortage the mother suffers 
first. If necessary she pays for the health of her child with 
her own flesh and blood and teeth. A comment upon the in- 
adequacy of the feeding of mothers in the past is the adage, “For 
every child a tooth. Fortunately, with the right food and dental 
supervision this need no longer be true. 

woman may live in fair health on a diet upon which she 
can not properly nourish a baby either before or after birth. 
But even with a properly balanced diet her ability to supply the 
right sort of material for the baby’ growth has a limit. Her 
power to do this successfully depends on— 

(1) Her general health and state of nutrition before concep- 
tion. 

(2) The amount, kind, and adequacy of her food. If her 
food cannot supply the child’s need her hody must. 

(3) The length of time she supports the growth of the 
child. both before and after birth. This is often at least 18 
months. 

Inadequate feeding during pregnancy or the nursing period 
may lead to the physical depletion of the mother or prevent the 
normal growth of the baby. 
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Diagnosis & Treatment 
(Concluded from page 310) 


diagnostic procedure there is very slight if any relief from 
symptoms. In fact, it is not uncommon to find the severity 
increases subsequent to the initial puncture. In such cases the 
spinal fluid pressure is seldom found below . Hg. 

Intensive anti-luetic medication is indicated at once in all 
cases of acute syphilitic meningitis. However, too great caution 
cannot be exercised in the administration of arsenicals in cases 
presenting severe ocular symptoms. ‘There is always present 
some degree of optic neuritis and salvarsan is contra-indicated 
when this pathological process develops to any great extent in 
association with cerebral lues. Injections of Sulpharsphenamine 
in 0.6 gm. doses at five day intervals and followed by spinal 
drainage one hour later has proved the most satisfactory method 
of treatment. The spinal fluid pressure decreases after each 
succeeding treatment until the average for such cases is reached. 
The pressure is found to be more fluctuating than in any other 
known disease. Within five days it may vary 18mm. Hg., prob- 
ably to reach the mean level at the following treatment. How- 
ever, after the initial fall in pressure there seems to be no 
correlation of a sudden rise with more marked or severe symp- 
toms. In fact, it is most unusual for the acute manifestations 
to recur after intensive treatment has been instituted. But on 
the other hand the spinal fluid pressure never subsides to the 
normal level.—(Urol. & Cut. Rev., June, 1925.) 


Refusal of Food 
We are all familiar with the child who “can't eat” this or that, 
or who “never eats a proper meal.” What is required in many 
of these cases is treatment of the mother rather than of the 
child. Children live in a world of fancy, in which they are the 


center and pivot, round which all their surroundings and expe-: 


riences revolve; they have a constant desire to express their per- 
sonality and to attract interest; what finer opportunity can they 
find for this than a tussle with authority at every recurring 
meal-time ? 

The pleasure of eating is for these children negligible com- 
pared with the gratification of the sense of self-importance by 
refusal to eat. The wise mother or nurse can appreciate this 
point of view, and by calm neglect of the point at issue can 
shatter the child’s resistance. By the time we are consulted in 
these cases, coaxing, cajoling, threatening, and punishment have 
all been tried, and too often the result has been complete failure. 

The best advice to give is that small portions of sound food 
should be provided; if these are refused no comment is to be 
made, but at the end of the meal-time the food is to be thrown 
away in the presence of the child. This plan is far more often 
successful than the alternative of serving up at a meal food dis- 
carded at a previous meal. In all cases it is essential that there 
should be no fuss, no apparent distress of mother or nurse, and, 
most important of all, no hint or mention of food-refusal in the 
hearing of the child—( Practitioner.) 


Diabetes 
C. B. Drake of St. Paul Summarizes His Findings 


While a diabetes of purely nervous origin does not exist a 
temporary hyperglycemia and glycosuria may result from ner- 
vous stimulation of the adrenal and consequent glycogenolysis. 

Glycosuria is frequently associated with dysthyroidism and 
dyspituitarism. 

There is probably a causal relation between the hypertrophy 
of the pituitary and the frequent presence of glucose in the 
urine in pregnancy. 

Renal glycosuria probably exists where there is only slight 
lowering of the renal threshold for sugar and where the glucose 
appears in the urine only accompanying a normal postprandial 
hyperglycemia. 

The usual glucose tolerance test is quite inaccurate because of 
individual variation in gastrointestinal motility and absorption. 

An appreciable percentage of normal individuals show a gly- 
cosuria following the ingestion of 70 to 100 grams of glucose. 

Blood sugar values in the glucose tolerance test commonly 
employed show marked variations in the normal. 

Pronounced cases of diabetes or renal glycosuria may be 
readily differentiated by the usual glucose tolerance test. 

A blood sugar curve within normal limits does not exclude a 
mild diabetes. 

We have no method of absolutely differentiating mild diabetes 
from renal glycosuria with only slight lowering of the renal 
threshold for sugar. 

The term prediabetic or potential diabetic is justified in de- 
scribing the borderline cases not shown to be definitely renal 
glycosuria. Dietary restriction in these cases will control the 
glycosuria and is definitely indicated. 
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Glycosuria may rarely result from gallbladder infection and 
resultant injury to the pancreas. 

It is likely that a certain number of diabetics with accom- 
panying nephritis and resultant elevated kidney thresholds for 
sugar are overlooked. 

Our hope of preventing diabetes lies in the prevention of 
acute infections, the control of overweight and the early de- 
tection of glycosuria—(Minn. Med. June, 1925.) 


Back Ache in Gynecology 


Frank W. Lynch, of San Francisco, observes that as a result 
of a pre-operative and follow-un study of 608 gynecologically 
operated cases, he is justified in the following conclusions: 

1, Sacral or sacrolumbar backache constituted a complaint in 
48 per cent of 608 gynecologic cases, being found in 8 per cent 
of the ovarian tumors, 31 per cent of the fibroids, 46 per cent 
of pelvic inflammatory disease, 58 per cent of suspensions, 75 
el cent of relaxed vaginal outlets, and 23 per cent of proci- 

entia. 

_ 2. Backache may be ascribed to gynecologic pathology because 
it remained cured for per'ods ranging from one to eight years 
in 77 per cent of the 48 per cent of the 608 gynecolggic cases 
that had this symptom. 

3. Backache which was cured by gynecologic operation oc- 
curred in the following percentages of the cases that had this 
pre-operative symptom: One hundred per cent in ovarian tu- 
mors; 84.5 per cent in marked retroflexions; 81 per cent in ex- 
tensive vaginal relaxations; 73 per cent in chronic pelvic inflam- 
mations; 68 per cent in fibroids; and 36 per cent in complete 
procidentia. 

4. Backache in gynecologic conditions is due chiefly to pelvic 
congestion. 

5. Orthopedic conditions were responsible for between 17 per 
cent and 23 per cent of the total number of backaches of the 
series —(Cal. & West. Med., July, 1925.) 


Use of Zinc Chloride in Gynecology 


The zinc chloride treatment is simple in the opinion of Masson 
and Foucar, but should be undertaken with scrupulous care. 
There must be ho excess of solution on the gauze, for uterine 
contractions may squeeze a few drops of zinc chloride through 
the tubes into the pelvic peritoneum or through the cervix into 
the vagina. The gauze must not touch any part of the genitalia 
before it enters the uterus or a burn will result. This operation 
occupies a position intermediate between a simple curettage on 
the one hand and a surgical hysterectomy on the other. Its field 
of usefulness is probably very limited and the indications for its 
use are not many, but in a few carefully selected cases, it may be 
very valuable. The patients should be those who are passing 
through or have passed the menopause, and are having abnormal 
bleeding or leucorrhea, not due to malignancy, for whom a hys- 
terectomy hardly seems justified, and less radical methods would 
not give good results. 

The chief disadvantage is the lack of any very accurate means 
of dosage. The complications which have been described by 
other authors are excessive erosion and sloughing; hemorrhage, 
sometimes alarming; stenosis of the cervix with hydrometra, re- 
quiring surgical intervention; pelvic and generalized peritonitis, 
sometimes ending fatally, and death due to toxic absorption. 
Most of these, however, occurred when the solution was injected 
directly into the uterus by means of a syringe, or when little 
was done to protect the vagina. 

The advantages of the procedure are its simplicity and the fact 
that the endometrium can be destroyed without injury to the 
ovaries. .A major operation can be avoided in certain borderline 
cases. Should this treatment prove unsatisfactory, hysterectomy 
can still be performed. (Am. J. Obst. and Gyn., Sept., 1925.) 


Resuscitation by Direct Massage of the Heart in Carciac 
Arrest 


The earlier cardiac massage is instituted after cessation of 
the heart beat, the greater is the likelihood of success. Time 
should not be lost waiting for hypodermic stimulation to act. If 
the circulation has actually stopped, it cannot act. 

The quickest and the easiest method of approach is the best. 
This is usually the abdominal transdisphragmatic route. If this 
is not successful within tow or three minutes the diaphragm 
— be incised, the heart grasped in the hand directly stimu- 
ated. 

No patient should be abandoned as beyond resuscitation until 
cardiac massage has been tried without success. 

In about 25 per cent of the recorded cases, cardiac massage 
has successfully resuscitated the patient—(Annals of Surgery.) 
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